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'PHE frequency of mental disease varies throughout New 

New York State in relation to the characteristic with 
which it is being correlated. For example, the incidence of 
mental disease varies with the degree of urbanization. Large 
cities generally have higher rates of first admissions to hos- 
pitals for mental disease than small cities, and both have 
higher rates than the rural populations. 

Among the important characteristics of the population is 
that reflecting the spread of formal education. In New York 
State relatively few have had no formal education, more than 
half have attended elementary school, and a substantial num- 
ber have been to high school and college. The question arises, 
therefore, as to whether the annual rates of first admissions 
to hospitals for mental disease in New York State vary in the 
several population groups:in accordance with the degree of 
formal education. Prior to 1940, there were no data on the 
spread of education among the general population. The census 
of 1930 merely divided the population into two groups, the 
illiterate and the literate. On this basis, it was shown that 
illiterates in New York State had a higher rate of first admis- 
sions to hospitals for mental disease than literates.! This 
was attributed to a combination of constitutional and social 
factors. Thus, since school attendance at appropriate age- 
levels is mandatory for almost all in New York State, native- 
born illiterates were probably retarded intellectually in vary- 

1Malzberg, Benjamin. ‘‘Literacy and Mental Disease.’’? Psychiatric Quar- 


terly, Vol. XIII, January, 1939, pp. 145-159. 
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ing degree. On the other hand, illiteracy among the foreign- 
born is more likely the result of social than individual factors, 
as, for example, the lack of earlier opportunities for education. 

However, a grouping of the population into a class of 
‘*literates’’ is so broad that it conceals any important differ- 
ences that may be related to the degree of education. Does 
the rate of first admissions vary according to the degree of 
education? Is there a continuum in such rates from those 
with no formal education to those with a college education? 

The census of 1940 was the first to make such an analysis 
possible. In that year, a question on the census schedule 
asked for the last full grade that the person had completed, 
whether in public, private, or parochial school, college, or 
university.2, Corresponding data were available for first 
admissions to all hospitals for mental disease in New York 
State during three fiscal years which began July 1, 1938 and 
ended June 30, 1941. Unfortunately, too many of the his- 
tories of the first admissions lacked information as to the 
highest grade completed. It was therefore necessary to group 
them in broad classes: no education, common (elementary) 
school, high school, college. It was also necessary to exclude 
that portion of the population which had not completed 
formal education and was still at school. This intro- 
duced the assumption that those aged 25 years or over had 
completed their formal education. The following analysis 
therefore is restricted to the white population of New York 
State aged 25 years or over on April 1, 1940, and the cor- 
responding white first admissions to all hospitals for mental 
disease in New York State. 

There were 35,748 first admissions to these hospitals during 
three years ended June 30, 1941. Of this total, 4,283 (12 
percent) had no education; 21,341 (59.7 percent) had attended 
common school; 7,450 (20.8 percent) had been to high school; 
and 2,674 (7.4 percent) had been to college (including grad- 
uate schools). The corresponding percentages for the gen- 
eral population were 5.6, 53.9, 28.4, and 9.7. It is evident, 
therefore, that first admissions with no education and those 
with some degree of common school education reached higher 


2See Sixteenth Census of the United States, 1940. Population Fourth Series. 
Characteristics by Age. New York, 1943, pp. 101-102. 
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percentages than the corresponding general population, and 
that first admissions with some degree of high school or col- 
lege education had less than their expected quotas. 

It may be noted in Table 1 that those with no education were 
in great relative excess among first admissions with psychoses 
with cerebral arteriosclerosis and with senile psychoses. They 
represented 20.2 and 23.9 percent, respectively, of the corre- 
sponding first admissions, whereas those with no education 
included only 5.6 percent of the general population. On the 
other hand, only 4.4 percent of the first admissions with manic- 
depressive psychoses had no education, and only 5.5 percent 
of the first admissions with dementia praecox fell into this 
category. First admissions with alcoholic psychoses were also 
relatively low in this category, with only 6.3 percent. 

At the other extreme of the educational scale, though all 
first admissions included 20.8 percent with some degree of 
high school education, those with manic-depressive psychoses 
included 35.5 percent, which exceeded the corresponding per- 
centage for the general population. First admissions with 
psychoses associated with advanced age had low percentages 
in the high school category. The same characteristic appeared 
in connection with the college group. Though 9.7 percent of 
, the general population was in this category, first admissions 
with manic-depressive psychoses included 13.7 percent. The 
arteriosclerotic and senile psychoses were under-represented 
with 3.8 and 3.5 percent, respectively. 

Our first conclusions, then, are: those with no education 
included 12.0 percent of the first admissions, which exceeded 
their quota by over 100 percent; those with some degree of 
elementary education were also in excess of their quota, but 
only by 11 percent. On the other hand, those with high school 
or college education reached only about 75 percent of their 
quotas. This leads to the conclusion that rates of first admis- 
sions are highest among those with no education and progres- 
sively lower among those with higher levels of education. 

An important exception occurs, however, in connection with 
the manic-depressive psychoses. In this group, those with 
no education represented only 78 percent of their quota; this 
rose to 86 percent among those with an elementary education, 
to 125 percent for the high school group, to 141 percent for 
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WHITE POPULATION or New YorK Sate, AGED 25 YEARS OR OVER, 


TABLE 2. 


181 


ON APRIL 1, 1940, CLASSIFIED ACCORDING TO DEGREE OF EDUCATION * 


Degree of 
Education 


No school years 
completed 

Common (grade) 
school 

High school 

College 

Not reported 


Total 


Number 
a ee 


Males Females 


213,255 238,377 
2,186,513 
1,036,785 
451,497 
98,093 


2,158,689 
1,253,103 
333,776 
89,896 


3,986,143 4,073,841 


* See reference 2. 


Percent 
— 4 








| 


Total 


451,632 


4,345,202 
2,289,888 
785,273 
187,989 


8,059,984 


Cc 


Males Females Total 


5.3 5.9 5.6 
53.9 
28.4 
9.7 
2.3 


53.0 
30.8 
8.2 


99 
oa 


54.9 
26.0 
11.3 

2.4 


100.0 100.0 100.0 


the college group. In other words, increasing degrees of edu- 
cation were associated with increasing rates of first admis- 
sions with manic-depressive psychoses. These results will be 
delineated in greater detail in the following sections. 


First ApMIssions witH No EpucatTion 


There were 4,283 first admissions with no education. They 
included 1,465 with psychoses with cerebral arteriosclerosis 


and 995 with senile psychoses. 


Together, these groups of 


TABLE 3. WHITE First ADMISSIONS AGED 25 YEARS OR OVER, TO ALL HOSPITALS FOR MENTAL 
DISEASE IN NEW YorRK STATE, 1939-1941, witH No EDUCATION, CLASSIFIED ACCORDING TO 
MENTAL DISORDERS 


Mental Disorders 


General paresis 

Alcoholic 

With cerebral arterio- 
sclerosis 

Senile 

Involutional 

Manic-depressive 

Dementia praecox 


Pate eis ek. Cet 


Number 


Fe- 
males Total N 





‘ t 


Males 
226 


160 


38 
28 


188 
132 


762 
393 
107 

36 
178 
280 


703 
602 
331 

86 
214 


205 


1,465 
995 
438 
122 
392 
485 

. 2,076 2,207 


4,283 


Percent 


—— a 


Fe- 


lales 


9.1 
6.4 


31.9 
27.3 
15.0 
1. 3.9 
8. 9.7 
13. 9.3 


36.7 
18.9 


5.2 


100.0 


Average Annual Rate 
per 100,000 Corre- 


sponding Population 
neti 





males Total 


‘ " 
Fe- 


Males males Total 


16.7 
11.8 


29.4 
20.6 


5.3 
3.9 


108.1 
73.4 
32.3 

9.0 
28.9 
35.8 


119.1 
61.4 
16.7 

5.6 
27.8 


43.8 


98.3 
84.2 
46.3 
12.0 
29.9 
28.7 
308.6 


324.4 316.1 





182 MENTAL HYGIENE 


- 


psychoses included 57.4 percent of the total without formal 
education. No other groups of psychoses were of comparable 
numerical importance at this educational level. 


First ApMISsIOoNS WITH Common ScHOooL EpucatTion 


There were 21,341 first admissions in this educational group. 
Of this total, first admissions with psychoses with cerebral 
arteriosclerosis were still the leading category, including 4,715 


TABLE 4, WHITE First ADMISSIONS, AGED 25 YEARS OR OVER, TO ALL HOSPITALS FoR MENTAL 
DISEASE IN NEW YorK STATE, 1939-1941, wiTH CoMMON SCHOOL EDUCATION, CLASSIFIED 
ACCORDING TO MENTAL DISORDERS 


Average Annual Rate 

per 100,000 corre- 
Number Percent sponding Population 

c ‘ my c A ‘ c A. » 


Fe- Fe- Fe- 
Mental Disorders Males males Total Males males Total Males males Total 


General paresis 8: 360 1,442 9.4 3.6 6.8 16.5 5.6 11.1 
Alcoholic 77 =. 268 »=—:1,645 12.0 2.7 fe 21.0 4.1 12.6 
With cerebral arterio- 

MONE, cc sce ek 2,638 2,077 4,715 23.1 21.0 22.1 40.2 32.1 36.2 
Senile 1,457 2,614 10.1 14.7 12.2 17.6 22.5 20.1 
Involutional é 1,153 1,671 4.5 11.6 7.8 72” 2S 128 
Manic-depressive 842 1,277 3.8 8.5 6.0 6.6 13.0 9.8 
Dementia praecox .... 2,050 2,044 4,094 17.9 20.6 19.2 31.3 31.6 31.4 
OE coo chats. catia xs 2,180 1,703 3,883 19.1 17.2 18.2 33.2 26.3 29.8 


9,904 21,341 100.0 100.0 100.0 174.4 152.9 163.7 





(22.1 percent). This represents a marked relative decrease 
in comparison with those with no education, who included 
34.2 percent of the corresponding total. The average annual 
rate of first admissions with such psychoses was 108.1 per 
100,000 population among those with no education, but only 
36.2 among those with common school education. There was 
a similar decline among those with senile psychoses. On the 
other hand, the manic-depressive group increased from 2.8 
percent of the total with no education, and an average annual 
rate of 9.0 per 100,000 population, to 6.0 percent of the total 
with a common school education, and a rate of 9.8. A similar 
increase occurred among first admissions with dementia prae- 
cox. Their percentage of the total in each educational cate- 
gory increased from 9.2 to 19.2, and the average annual rates 
increased from 28.9 to 31.4 per 100,000 population. 
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First ApMIssiONsS WITH HicH ScHooLt Epucation 


There were 7,450 first admissions with some degree of high 
school education, corresponding to an average annual rate of 
108.4 per 100,000 general population of similar education. 
The largest category was dementia praecox, which included 
26.5 percent of the total in this group. This represents a 
continual increase, starting with those with no education. 
The average annual rate per 100,000 population rose to 28.7. 
The manic-depressive group increased to 13.1 percent of the 
total, and the average annual rate rose to 14.3. First admis- 
sions with psychoses with cerebral arteriosclerosis and senile 
psychoses decreased to 10.8 and 5.5 percent, respectively, of 
the total, and their average annual rates showed similar 
declines. 

First ApMIssIONS WITH CoLLEGE EpucaTION 


Dementia praecox, which was the outstanding category, 
included 24.2 percent of the total with some degree of college 
education. The average annual rate, 27.5, was almost the 
same as the corresponding rate for the high school group. In 
general, the average annual rates for the other groups of 
mental disorders did not differ significantly from those for 
the high school group. 

These rates indicate the following trends. Rates of first 
admissions decreased from a maximum of 316.1 per 100,000 
among those with no education to 163.7 among those with a 
cbmmon school education and to 108.4 among those with high 
school education. The rate for those with a college education 
did not differ significantly from that for the high school group. 
Rates of first admissions for general paresis, alcoholic psy- 
choses, psychoses with cerebral arteriosclerosis, senile psy- 
choses, and involutional psychoses all showed similar 
decreasing trends, the maxima occurring in the groups with no 
education. Dementia praecox did not show any trend, the 
average annual rate being 28.9 for those with no education, 
28.7 for those with a high school education, and 27.5 for those 
with a college education. The trend for the manic-depressive 
psychoses was unique, however. The rate rose from 9.0 for 
those with no education to 14.3 for those with a high school 
education and to 16.0 among those with a college education. 
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TABLE 5. WHITE First ADMISSIONS, AGED 25 YEARS OR OVER, TO ALL HOSPITALS FOR MENTAL 
DISEASE IN New YorkK State, 1939-1941, wirH HigH ScHOOL EDUCATION, CLASSIFIED 
ACCORDING TO MENTAL DISORDERS 


Average Annual Rate 
per 100,000 corre- 
Number Percent sponding Population 
A = = ude 
rs \ c ss 
Fe- Fe- Fe- 
Mental Disorders Males males Total Males males Males males Total 








General paresis i 98 398 8.9 2.4 9.6 2.6 5.8 
Aleoholie 104 514 2.2 2.5 13.2 2.8 7.4 
With cerebral arterio- 

sclerosis é 430 804 3 12.0 114 11.7 
WORM RG ccy as se essise ss 276 410 4.0 6. 5.5 4.3 7.3 6.0 
Involutional .......... 360 494 4.0 8.8 6. 4.3 9.6 7.2 
Manic-depressive 246 730 =6979 7.4 7.8 3. 80 194 143 
Dementia praecox 122 1,971 25.3 27. 26.! 27.3 29.8 28.7 
Other 970 1,880 27. 23. 25.3 29.3 25.8 27.4 


Total 3,360 4,090 7,450 100.0 100.0 100.0 108.0 108.8 108.4 
These conclusions must be checked, however, against the 


fact that the several educational classes differ from one 
another with respect to age. Among the general population 


aged 25 years or over, those with no education had a median 
age of 54.4 years. Almost a third were 60 or over. This might 
have been anticipated in view of the fact that those with no 


TABLE 6. WHITE FiksT ADMISSIONS, AGED 25 YEARS OR OvER, TO ALL HosprfaLs ror MENTAL 
DISEASE IN NEW YorK StaTE, 1939-1941, wirH CoLLEGE EDUCATION, CLASSIFIED 
ACCORDING TO MENTAL DISORDERS 


Average Annual Rate 

per 100,000 corre- 

Number Percent sponding Population 
A : : oe SORES y i 
Fe- Fe- Fe- 

Mental Disorders Males males Total Males males Total Males males Total 








t 


General paresis 7 13 60 2.9 1.2 2. 3.4 re 2.5 
Aleoholie 92 38: 11 2 12.0 1.8 
With cerebral arterio- 

sclerosis 52 113 275 10.1 
Senile y 85 3.8 
Involutional 81 4.7 
Manic-depressive 200 11.0 
Dementia praecox .... 7i 275 23.3 
Other é 286 32.1 


o 


NbN 


1,072 100.0 100.0 
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education must have included a significant proportion of the 
foreign-born, who are generally older than the native-born, and 
a large proportion who must have been born during an earlier 
epoch, when attendance at school was not necessarily compul- 
sory. Those with a common school education had a median age 
of 46.8 years, almost 8 years less than that of the population 
with no education. Only 21.4 percent were 60 or over. Those 
with a high school education were still younger, having a 
median age of 37.7 years. Less than 10 percent were 60 or 
over. The college group differed only slightly from those 
with a high school education. Their median age was 38.0 
years, and they included 9.5 percent who were 60 years or 
over.® . 

Rates of first admissions are correlated with age, being 
highest among the older age groups. It is clear, then, that 
their age distribution would tend to raise the average rate of 
first admissions for the group with no education and to lower 
the rates for the groups with higher levels of education. 
Those with a common school education would tend to have an 
intermediate rate. It is therefore necessary to consider the 
average annual rates of first admissions in comparable age 
intervals. Such a comparison is appended in Table 7. 

It is evident that the population with no education had 
higher rates of first admissions than the population at any 
other educational level. There was a progressive decrease as 
one passed from the level of no education to that of common 
school and then to high school. The latter, however, had 
lower rates than those with a college education, though the 
differences are not significant. Age adjusted (standardized) 
rates were as follows (see Table 15): no education, 254.8; 
common school, 155.7; high school, 124.7; college, 129.3. It is 
difficult to explain the difference between those of high school 
level and those of college level. Errors of reporting were 
possible, so that some first admissions with a high school edu- 
cation may have been misplaced in the college group. It is 
not probable, however, that such errors were significantly 
numerous to influence the rates. A generation or two ago, the 
social level of the body of college students was higher than 
that of the high school group. With the great broadening of 


8 Computed from data in reference 2. 
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educational opportunities since 1920, however, it is probable 
that social differences between these two groups have tended 
to level off. 

All the major groups of mental disorders, with the exception 
of the manic-depressive psychoses, showed the same inverse 
relation between the annual rates of first admissions and the 
level of education. (See Tables 8 to 14, inclusive.) The 
rates were highest for those with no formal education, lowest 
for those with a high school or college education, and 
intermediate for those with common school education. In 
general, the differences between the high school and college 
groups were not significant. An exception to this occurs in 
connection with general paresis, the rate for the high school 
population being in significant excess over that for the college 
group. 2 

The manic-depressive psychoses furnished a notable excep- 
tion to the trends for the other groups of mental disorders. 
There was a direct instead of an inverse relation between the 
level of education and the rate of first admissions. Among 
males, for example, the standardized rates increased progres- 
sively from 5.2 among those with no education to 6.5 among 
those with common school education to 7.9 among those with 
high school education to 13.7 among those with some degree 
of college education. Among females, the rate fell from 16.6 
among those with no education to 13.8 among those with a 
common school education, but rose to over 18 among those 
with higher educational attainments. 

The reverse is the case with dementia praecox, the highest 
standardized rates occurring in the group of lowest educa- 
tional level and the lowest rates occurring at the highest 
educational levels. 

We find, here, an almost direct parallel with the results of 
Faris and Dunham for Chicago.* They showed that rates of 
first admissions varied directly with the distance from the 
business center of the city. Rates were highest in the center 
and decreased progressively as one approached the periphery 
of the city. The order of the rates was correlated with a 
variety of social factors indicative of varying degrees of social 


4¥Faris, Robert E. L. and H. Warren Dunham. Mental Disorders in Urban 
Areas. Chicago, University of Chicago Press, 1939. 
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disorganization. This was the picture for mental diseases as 
a whole. It was true for the major groups of mental disease, 
including dementia praecox. The one exception was the group 
of manic-depressive psychoses. Rates of first admissions for 
this disorder were distributed in a random order throughout 
the city, with a suggestion of higher rates in those sections of 
a higher cultural and economic level. 


SuMMARY 


It is evident that rates of first admissions to hospitals for 
mental disease vary with degree of education. In general, 
the rates are highest among the population which received no 
formal education. They were lower among those who received 
some degree of education in the common schools. They were 
still lower among those who attended high school. Those with 
some degree of college education had lower rates than those 
without education or with an elementary education only, but 
they did not differ significantly from the population with the 
educational level of the high school. It is difficult to explain 
this, since the older part of the college group must have be- 
longed to a higher economic level. In any case, it is clear that 
there is a very sharp dichotomy between those with no educa- 
tion or education at an elementary level and those with higher 
degrees of education. 

There is no reason for assuming that there is a direct rela- 
tion between the amount of formal education and the relative 
frequency of mental disease. It is fairly clear that the relation 
must be an indirect one. Groups with little or no education 
are differentiated from the remainder of the population with 
respect to important social and economic characteristics. The 
primary factor is economic. Those with low income and low 
occupational status also have low educational status. Thus, 
both educational level and average rates of first admissions 
to hospitals for mental disease vary inversely with the eco- 
nomic level. To this, there is but one significant exception 
—the manic-depressive psychoses. It is possible that char- 
acteristics of personality leading to such disorders may be 
more prevalent, in general, among levels of society that are 
above the economic average. 





A FOLLOW-UP OF A PSYCHIATRIC 
STUDY OF 57 ANTISOCIAL 
YOUNG CHILDREN 


EVEOLEEN N. REXFORD, M.D., MAXWELL SCHLEIFER, Pu.D., 
AND SUZANNE TAETS VAN AMERONGEN, Pu.D., M.D. 


INTRODUCTION 


OR many years students of crime have observed the con- 

siderable number of persons with a childhood history of 
antisocial behavior who persisted in the pattern of delinquent 
acting out to the point of criminal careers. Professor and 
Mrs. Sheldon Glueck? in the report of their recent survey of 
500 delinquent boys found that over 50 percent of these boys 
had demonstrated symptoms of severe behavior disorder by 
the age of 8 and nearly 80 percent by the age of 11. Child 
psychiatrists studying adolescent delinquents have often 
traced the impulsive egocentric behavior back into the youth’s 
early life. Dr. Douglas A. Thom, out of his long experience 
with children referred to a psychiatric clinic because of anti- 
social acts, came to the conclusion that aggressive and destruc- 
tive young boys in their early-grade years constituted an im- 
portant pool from which are recruited many later serious 
delinquent individuals. 

Dr. Thom, therefore, in 1947 set up at the Thom Clinic 
(then the Habit Clinie for Child Guidance) a research project 
in pre- and early delinquency financed until June, 1952 by 
funds from the National Mental Health Act through the Com- 
monwealth of Massachusetts. Young children from 6 to 10 
years of age who were referred for aggressive destructive 
antisocial behavior by their parents or some community 
agency were to be studied primarily by the methods of child 
guidance treatment (that is, the child to be seen weekly by a 
child psychiatrist, the mother weekly by a social worker). The 
children were to undergo careful psychological testing, and 
thorough physical studies particularly of their neurological 

1 Glueck, Sheldon and Eleanor, Unraveling Juvenile Delinquency. Cambridge, 
Harvard University Press, 1950. 
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makeup were planned. Since Dr. Thom considered delin- 
quency a complex human phenomenon, he hoped to include 
careful evaluations of the sociological factors impinging upon 
the lives of the young children and contributing to their anti- 
social patterns of living. Because of limited funds, the study 
became narrowed to the procedures which could be carried on 
within the clinic (that is, psychotherapy with the child and 
casework with the mothers). Psychological testing and 
physical studies were included on many of the cases but 
neither could be as inclusive as originally planned. Funds 
did not permit the collaboration of a sociologist or a 
criminologist. 

The nature of the emotional disturbances within the families 
of these young children produced other limitations of the 
original plans. Many of the mothers refused to work with the 
social worker beyond a brief period and others maintained 
only an intermittent contact with the clinic at times of family 
crisis. Very few fathers agreed to come to the clinic 
for even a single interview with a staff member. How- 
ever, in most instances the parents permitted their children 
to attend the psychiatric sessions regularly. 

This project of delinquency research through clinical treat- 
ment had, despite changes in the original plans, several unique 
characteristics : 


1. Fifty-seven children referred to a psychiatric clinic for 
aggressive, destructive, antisocial behavior were studied 
and treated by one experienced and skilled child psy- 
chiatrist, Dr. Kurt Rose. 


This study dealt with antisocial children of the pre- 
teen years whereas most studies have pertained to 
adolescent delinquents. 


Because the study was a research project, Dr. Rose did 
not work under the customary clinic pressures of waiting 
list, need for evidence of improvement relatively soon, 
etc. Even though certain of the children showed little 
change for a year or a year and a half, Dr. Rose could 
continue seeing them as long as he wished or until the 
parents withdrew their child. 
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. Ten children were studied over two years and three of 
these for five years, unusually long periods of treat- 
ment and observation for such young children. 

. The children were seen on an ambulatory basis; with 
few exceptions they remained within their own homes so 
that the family interrelationships and influences were 
constantly in the picture. 


Dr. Thom conceived of this research project as a study of 
the origin and early development of delinquent behavior; he 
also saw it as an opportunity to study psychiatric treatment 
of these young aggressive and destructive boys and girls. 
Clinicians who have worked with adolescent and adult de- 
linquents have been constantly impressed with the difficulty of 
modifying the individual’s impulsivity, his egocentric orien- 
tation, and his hostility to those around him. Dr. Thom postu- 
lated that the child of early grade school years should be 
more amenable to influence and change, that his character 
structure would be more flexible and his capacity to grow 
less atrophied. The second aim of the project then was to 
study whether these young children could be treated psy- 


chiatrically and how the treatment should be applied. 


Description of 57 Children in Study 


A statistical comparison between the 57 boys and girls com- 
prising the research study and the children making up our 
1953 total clinic caseload, which included aggressive and anti- 
social children as well as those with other disturbances, 
brought out the following interesting points: 


1. The smaller percentage of girls among the 57. 

2. The earlier ages at which parents ascribe the onset of 
disturbing symptoms in the 57. 

3. The different distribution of religious affiliations in the 
two groups. 

4, The smaller percentage of referrals made by parents in 
the antisocial group. 


The list of major complaints leading to referral of the 57 
antisocial children to our psychiatric clinic deserves con- 
sideration. In each instance, the child had repeatedly and 
persistently demonstrated such behavior as truancy, stealing, 
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firesetting, vicious attacks upon others, ete. Parents, teach- 
ers and others had applied various corrective measures which 
had had little or only transient effect upon the child’s behavior. 
Many of these parents referred their children only after con- 
siderable community pressure and were obviously reluctant to 
work with the clinic once the child was in treatment. This 
finding, reported by many other professional workers, de- 
serves special consideration in planning a program of treat- 
ment for early delinquent children and their families. These 
boys and girls—whatever their later history, with or without 
clinic treatment—were serious antisocial problems at an early 
age: their acts were not the occasional minor outbreaks 
common to the majority of children in their struggle for 
socialization. 

Both Mrs. Glueck and we applied the Glueck Social Predic- 
tion Seales to the group of 57. According to these scales, 47 
of the 57 children rated within the ‘‘high probability of later 
delinquency”’ scores. 

It is important to emphasize that we are not dealing with 
a group of feebleminded or dull children. Of those tested, 
only four fall into the low average range of intelligence, 20 are 
in the superior, and 27 in the average range. Despite their 
capacity, only 12 were doing well in school and 22 were barely 
passing. These facts underline the seriousness of their emo- 
tional difficulties, which interfere so clearly with their de- 
veloping skills, acquiring knowledge, and learning to sublimate 
their energies. 

Only eight suffered from serious physical disabilities. One 
child had a history of brain injury and another has had 
progressively more abnormal EEG tracings. 

The broken homes emphasized by many workers are con- 
spicuous here. Twenty out of the 57 do not live in the tra- 
ditional family unit with both parents. Fourteen have a 
history of significant separations from the mother at an early 
age. It is striking that a study of these families shows that 
only nine can be considered a cohesive? family group, and 

2‘¢, . . evincing strong emotional ties among the members, joint interests, 


pride in their home, and a ‘we’ feeling in general.’’ Glueck, Sheldon and Eleanor, 
Unraveling Juvenile Delinquency. Cambridge, Harvard University Press, 1950, 


p. 115. 
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only 31 show some elements of integrated family living. The 
contrast with the families of our total clinic caseload in 1953 
is dramatic; there, 134 out of 221 families were described as 
cohesive family units, 70 with some elements of integration 
and only 16 as unintegrated. 


Type of Contact with the Clinic and Results 


1. Diagnostic study only 
2. Treatment followed initial study 
a. Duration of treatment 
5 years and over 
4 to 5 years 
3 to 4 years 
2 to 3 years 
1 to 2 years .... 
Under 1 year 
. Status at time of termination of treatment contact with 
Dr. Rose (this status determined by present staff members 
as described below) 
Much improved .............. 
Improved 
Unimproved 


Fottow-Up Srupy 


A. Methodology 


On April 1, 1954 the Commonwealth of Massachusetts made 
available to the Thom Clinic funds to be expended by July 1, 
1954 for a follow-up study of these 57 children. This study 
has been carried out under the supervision of the research 
section of the Thom Clinic, Dr. Rexford, chief; Dr. van 
Amerongen, senior psychiatrist, and Dr. Schleifer, chief psy- 
chologist. Our procedures for carrying out the follow-up 
study can be divided into two principal categories, namely, 
appraisal of the cases at the time Dr. Rose terminated con- 
tact with them and evaluation of follow-up data obtained dur- 
ing the April to July, 1954 period. 

The appraisal of the case material in the records left by 
Dr. Kurt Rose, our psychiatrist, and Miss B. Stone, M. Hyde, 
R. Bernstein, and M. Shriver, successive social workers on 
the project, was carried out by present members of the psy- 
chiatric and psychological staff of the Thom Clinic under the 
supervision of the research section. Each person was as- 
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signed a group of cases to read and asked to fill out a form on 
each case, a copy of which will be found in Appendix I. Fol- 
lowing the first reading, the staff members met to discuss 
problems which had arisen and to clarify points of definition 
as well as specific questions. Each staff member then read 
his group of cases a second time, making indicated changes in 
the schedules for each case. 

Our designation of the status of the child at the end of con- 
tact requires special mention. Since Dr. Rose and the social 
workers who had worked on the project were no longer mem- 
bers of our staff and not available for work in this follow-up 
study, the psychiatrists and psychologists who read and evalu- 
ated the case records had no first-hand knowledge of the 
children and their families. Dr. Rose and his co-workers, 
however, had left detailed recordings so that evaluations of 
the most important points could be made by the persons 
reading the records. 

The second set of procedures revolved about the follow-up 
information obtained largely by two experienced psychiatric 
social workers, Mrs. Helen Friedman and Mrs. Diana Wald- 
fogel. These skilled caseworkers met weekly with Drs. 
Rexford and van Amerongen, first to plan the procedures and 
later to discuss the follow-up interviews. The 57 cases were 
divided between the two workers, with as much geographical 
grouping as possible. All cases were cleared through the 
Social Service Index to check for referrals to other clinics, 
social agencies, or hospitals and particularly to the Youth 
Service Board, Juvenile Court, and Society for the Preven- 
tion of Cruelty to Children. The workers then telephoned or 
wrote to the mother of each patient, explaining that we were 
interested in learning about the progress of her child since 
they last came to the clinic and asking to visit the home at a 
certain time. New addresses were traced through the Post 
Office and Police Directory, others were given by old neigh- 
bors if the families had moved. 

A schedule was prepared (Appendix IT) showing the broad 
areas we wished the caseworkers to cover in their interviews 
with the mother. Although the workers in their hour or hour 
and a half interviews kept these items in mind and occasionally 
directed the conversation to some point of particular interest 
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to us, the interviews were conducted with a minimum of direct 
question-and-answer technique. We are well aware from our 
clinical work of the shortcomings of data regarding emo- 
tionally charged topics obtained by questionnaire; we con- 
sidered the information obtained by letting the mother take 
the lead in reporting what she wished about her child and his 
family, by observing her associations, rationalizations, projec- 
tions, and so on more valid for our purposes. However, we 
had a helpful check on the presence of serious persistent de- 
linquency from the Social Service Index, which indicates any 
contact with children’s corrective agencies. 

Because of time limitations, the workers were rarely able 
to visit when fathers were home but other relatives, the 
patient, and his siblings were frequently there. Permission 
was requested to consult his school regarding each child’s 
educational progress and to obtain a report from any phy- 
sician or agencies to whom the child was currently known. 

Both workers discussed their cases with Dr. Rose to elicit 
any additional information he might have which was not 
recorded and to obtain data regarding the two children he 
continues to see regularly. 


Total number of children in study 
Total number of children followed-up 


1. No information available (family moved) 
2. Data from other professional sources only (not advisable to 
see parents or they are not available for interview) 

3. Parents refusing interview 

4. Number of mothers seen 

5. Number of fathers seen with mothers 

We were impressed that of the 45 mothers available who 

were approached for an interview, only one refused to see 
the social worker and she tempered her refusal by offering to 
be seen in the fall. Our follow-up workers were experienced 
people who requested the interviews and dealt skillfully with 
the mothers who were informed of the purpose of the visit 
when the appointment was made. It is true that some of them 
spoke frankly of their hostility to the clinic, social workers, or 
psychiatrist, others who had progressed considerably denied 
having received anything helpful from the clinic, and others 
offered specific criticisms while acknowledging the gains 
achieved at the clinic. However, when we recall that this is 
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a group of mothers traditionally thought to be hostile and 
uncooperative and that many of these very mothers during 
our clinic contact made little progress or withdrew prema- 
turely from their therapy, it was significant that the follow-up 
workers were generaily cordially greeted and found termi- 
nating the interviews far more of a problem than getting the 
mothers to talk freely to them. 


STANDARDS AND RatTInGs 


The 57 cases were divided logically into two groups: one 
of the nine children who were studied diagnostically, the other 
of 48 children who were seen for psychiatric treatment follow- 
ing diagnostic study. 

When the case records of the 48 boys and girls were read 
prior to the follow-up interviews, each treatment case was 
rated as ‘‘much improved,”’ ‘‘improved”’ or ‘‘unimproved”’ 
at the end of the contact with Dr. Rose. Our definitions of 
these ratings were as follows: 


A. ‘*‘Much improved’’ indicated that there had been a 
cessation of aggressive or delinquent acts, that the child 
gave evidence of a substantial increase in tolerance of 
frustration and anxiety, that his egocentric and hostile 
orientation to the world had been modified as evidenced 
by improved relationships with adults and peers, and 
that he had made progress in the development of capacity 
to use his energies in socially accepted activities such as 
learning in school, work, hobbies, and recreation. 


. ‘*Improved’’ indicated that there had been a cessation 
of aggressive or delinquent acts, that the child gave 
evidence of some increase in tolerance of frustration and 
anxiety, and that there was some movement toward modi- 
fication of his egocentric and hostile attitude toward the 
world. In few instances was there evidence of improved 
school performance, but reports of more satisfactory 
behavior in relation to the teacher and his classmates 
were common. 

C. ‘‘Unimproved”’ indicated the persistence of impulsive 
acting out of aggressive and antisocial behavior with 
little or no modification of intolerance for frustration 
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and anxiety and of the hostile orientation to the outside 
world and toward himself. Occasionally temporary 
progress was observed which broke down under the 
slightest stress, whether from within or without the child. 


The follow-up data were analyzed and charted in six cate- 
gories: (1) evidence of any delinquent behavior; (2) the 
child’s progress in school; (3) his relationship to his peers; 
(4) his recreational and work interests; (5) his health, and 
(6) the present structure of his family. As we mentioned 
before, because the time available for actual interviewing was 
limited and because many of the mothers were preoccupied 
with certain aspects of their problems while giving little in- 
formation regarding other items, we found that our data 
were incomplete for some of the children; these items were 
recorded as ‘‘no information’’ even when we might have in- 
ferred a more definite finding. 

The principal focus of our inquiry was Chart I, Evidence 
of Delinquent Behavior: 

a. No evidence of delinquent behavior. 

b. Some suspicion. 

Petty (occasional truancy, pilfering, fighting other boys, 
ete.). 
Serious (repeated runaways, breaking and entering, 
ete.). 

The three charts that follow give us information regarding 
the child’s total pattern of development, how he has been able 
to turn his energies to constructive aims of learning, play, 
and work suitable for his age, sex, and social milieu, and 
whether he has been able to achieve social adaptations com- 
mon to children his age. It is worth while to note that our 
evaluation of the child—both during his clinic contact and at 
the time of the follow-up study—was based upon our expec- 
tations for a well adjusted boy of his age and milieu. 


Chart II. School Progress 
Good—creditable school performance. 


Fair—only passing work. 
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Poor—failing work or promotions not fixed on achieve- 
ment. 


No information. 


Chart III. Relationship to Peers 
Excellent—quality of relationships and number of friends 
appropriate to his age. 
Adequate—relationships limited in number but adequate 
in quality. 


Minimal — close contact with one or two persons on an 
immature level or infantile dependent level. 


Poor — _ predominantly hostile. 


Chart IV. Recreational and Work Interests 


Suitable for age, sex, and milieu—appropriate range and 
quality for his age. 


Fair—some interests and activities appropriate to his 
age. 
Poor—severely limited or inadequate for his age. 


No information. 


Chart V, concerning the child’s health, interested us both 
because pathology might increase his difficulties in adjusting 
and because he might express somatically unsolved emotional 
conflicts. 


Good—no complaints or symptoms of illness; child funce- 
tions well. 


Significant disability—gross physical defect or illness. 
F'air—general complaints about health but child is not 
handicapped. 
Poor—poor health limits physical activity. 
No information. 
Chart VI, concerning family structure, enables us to com- 
pare the present family situation with that at the time of clinic 


referral. The meanings of these items are self-evident. 
An initial diagnostic study was the preliminary step in our 
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evaluation and planning for each of the 57 children who made 
up this research project. In the case of the nine children who 
received only a diagnostic study, either the referring agency 
did not follow the recommendation for treatment, the family 
refused therapy, or we did not accept the child for therapeutic 
work. The three cases we could not follow up in any way were 
among these diagnostic studies. 


Frxpincs 1x Diacnostic Group 


Each one of the diagnostic cases rated high probability on 
the Glueck Social Prediction Scales. Our follow-up informa- 
tion indicates that of the six children on whom we could ob- 
tain data, three are at present showing no evidence of delin- 
quent behavior while three others are involved in serious 
antisocial acts. Four of the six are progressing poorly in 
school, but we do not know about their adjustment to their 
peers nor about their recreational interests. No specific in- 
formation regarding their health was recorded. Three of the 
six families appeared adequately organized and two others 
poorly integrated, while one of the six children lives in a 
foster home. 


SumMary oF FINDINGS ON THE 48 CHILDREN IN THE TREATMENT 
Group aT THE TIME OF THE FotLow-UPp Stupy 


Chart I. Delinquent acts Chart II. School work 


No evidence 

Some suspicion .... 
Petty 

Serious 








15 


Chart IV. Relationship to peers 


T 


10 Excellent 
12 Adequate 
13 Minimal 


13 








48 
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Chart V. Health Chart VI. Family Structure 


MF is GE: 2 MI. Ff Uf Tt 
4 21 Well organized .... 
3 5 Adequate ee 7 23 

1 4 Minimal me 
Disintegrating .... .. 4 


no > 


Placement , 
18 No information ... .. + 


mrinnwoowa 





15 48 


MI much improved 
I = improved 
UI = unimproved 


Discussion or Finprnes 1n TREATMENT GROUP 


A. Delinquent Acts 


It has interested us that not more than six of the 15 chil- 
dren considered unimproved at the termination of treatment 
have been involved in serious delinquent acts. All these 
children presented severe pathology when first seen at our 
clinic, ranging from psychosis, severe borderline states to 
psychopathic personality disorders. Although we have con- 
sidered the possibility of an originally faulty diagnosis, our 
follow-up studies confirm our initial diagnosis of severe 
psycho-pathology. The fact that the severe delinquent symp- 
toms did not persist raises various interesting questions. It 
is possible, of course, that our evaluation of the results of 
treatment at the time of termination was too pessimistic, per- 
haps because of faulty clinical judgment, perhaps because of 
the tendency of these families to present themselves to us at 
their very worst. We shall come back to this point when we 
discuss the status of the family from the follow-up study. 

Only three of the improved group relapsed into delinquent 
activity and only one into serious delinquent activity. The 
latter case was one of the two girls in the study. Her parents 
re-applied for help at the clinic before the follow-up study, 
and she has been accepted for treatment. 

One of the much improved group also relapsed into an inci- 
dent of serious delinquent activity. From reports of the 
mother, who had been coming to the clinic off and on through 
the years, he seemed to have made great strides. He did well 
in school and had many friends. This boy, now 15 years old, 
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brings up an important aspect in our evaluation of treatment 
results and prognosis of this group of children. Like the 
13-year-old girl in the improved group who relapsed into per- 
sistent serious delinquency, this boy illustrates that such 
children as the subjects of our study are particularly vulner- 
able to the stresses of adolescence and should be brought back 
into the clinic for support, if possible, even though prior treat- 
ment had worked out well. 

Whereas a great deal of publicity is nowadays being given 
to the delinquent teenager, it is important to be alerted to the 
young child involved in persistent, aggressive, destructive, 
antisocial behavior. The period between the ages of 6 and 12 
has many advantages for the treatment of delinquent children. 
These years in which the child is relatively freer from in- 
stinctual pressure provide an excellent opportunity to help 
him modify and strengthen ego defenses against his instinctual 
drives. There is no doubt that our 48 treatment cases offer 
convincing evidence that psychiatric treatment is able to bring 
about improved control and increased tolerance for frustra- 
tion, leading to complete subsiding of delinquent behavior (in 
at least 32 of the 48 treatment cases). 

On the other hand, the need for long continued contact with 
these children, particularly during puberty, seems to us im- 
perative. Regular follow-up studies should be an integral 
part of any psychiatric treatment program for delinquents. 
A determined effort should be made to remain watchful of 
symptoms betraying an increase in emotional tension, often 
leading to delinquent acting out and warranting additional 
psychiatric treatment. 


B. School Work 


An important fact to bear in mind is that all these children 
had sufficient intellectual endowment for adequate scholastic 
performance. They ranged from low average to very superior 
intelligence. The majority of the unimproved group per- 
formed quite poorly in school, while the major mode of the 
improved group is fair. Compared to their adjustment prior 
to treatment, the improved group has maintained the same 
pattern of school functioning, while the unimproved group 





PSYCHIATRIC STUDY OF 57 ANTISOCIAL CHILDREN 209 


shows signs of deteriorating school adjustment. It would 
seem this phenomenon has its roots in emotional defects. 
Though treatment helped these boys and girls give up pat- 
terns of delinquent acting out, the children did not mature 
sufficiently to achieve the school level of their peers. 


C. Recreational Pursuits and Relationships to Peers 


The children in the improved group had, in general, de- 
veloped more adequate relations with peers since the end of 
treatment. However, many of the improved patients had both 
tenuous social relationships and recreational outlets at the 
time of the follow-up study. A smaller number were as re- 
stricted as the child found in the unimproved group. The 
ability to make and keep friends as well as find sources for 
sublimation is very much dependent upon the individual’s 
capacity to give emotionally. Though we see the ability to 
control aggressive outbursts as a sign of increased capacity 
for instinctual control as well as increased tolerance for frus- 
tration, we note that the majority of these children still 
have serious problems of adaptation and are handicapped 
emotionally. 

The follow-up study reveals another important element, 
namely, that our data made it very clear that we have as yet 
no conclusive psychiatric criteria to determine which child is 
suffering from relatively transitory delinquent symptoms and 
which is heading for a long criminal career. The question of 
what happens to the aggressive, destructive, antisocial be- 
havior pattern in the course of treatment has concerned us, 
particularly when we consider the comparatively large num- 
ber of children who at the time of the review study were 
suffering from physical symptoms for which no organic cause 
had been found. In several other instances, the description 
of the child’s present life suggested strongly the development 
of a well-defined neurosis, replacing the delinquent pattern. 

We mentioned in our introduction that no funds were avail- 
able to carry out special physical studies at the Thom Clinic, 
but as with all clinic patients the children of this study who 
seemed in need of a physical check-up were referred to outside 
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clinics and physicians who could report back to us. For a 
large number of children direct health information at the time 
of follow-up is absent. Although we may assume that many 
mothers did not discuss this subject because the child was 
well, we have not incorporated such inferences in our sta- 
tistical chart (Chart V). 


D. Family Structure 


An area that requires much more intensive study is the 
quality of the emotional interrelationship between these chil- 
dren and the other members of their family. We have been 
increasingly impressed by the severe pathology not only of 
the child himself, but of his parents as well. This pathology 


COMPARATIVE CHART—FAMILY STRUCTURE 
At Termination of Treatment At Time of the Follow-Up Study 
MI I UI Total MI UI Total 


Well organized .. ar Te Well organized .. 
Adequate ‘ ae Adequate 
Minimal é 15 Minimal 
Disintegrating .. .. 5 12 Disintegrating .. 
Placement as ‘ 6 Placement 
Unknown Ry y a pen Unknown 


bo 


oo or bo 


~ bo 








48 Total 29 48 


is especially resistive to treatment because of the intense un- 
conscious gratification the parents receive from their child’s 
delinquency. It has seemed to us that the resistance against 
giving up instinctual gratification for the sake of obtaining 
the satisfaction of being a respectable citizen is exceedingly 
great in this group of families. 

We mentioned in our introduction how difficult it was in 
many instances to keep these mothers coming to the clinic. It 
was therefore very revealing to find that all but one were 
willing and that many were delighted to be visited by the 
follow-up worker. Our comparative chart shows that there 
is a very definite improvement in the overall status of these 
families, and we have been agreeably surprised to find that 
the follow-up study in many instances proved to contradict our 
previous pessimistic consideration. Many mothers who had 
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seemed to benefit very little from their clinic contact had made 
considerable strides and referred to their previous social 
worker and to Dr. Rose with a great deal of positive feeling. 
They declared that the clinic had not only helped them and 
their child but had promoted a completely new outlook on 
life, resulting often in an improved social and economic status 
for the whole family. 


Summary 


A review of the present status of 57 young children from 
6 to 12 years of age studied and treated from 1947 to 1952 for 
persistent aggressive, destructive, antisocial behavior cor- 
roborated our initial hypothesis and clinical findings that such 
behavior is symptomatic of a severe character disturbance. 

The follow-up study carried out in the spring of 1954 indi- 
cates that psychiatric treatment was effective in at least 32 
of the 48 cases in curbing the patterns of delinquent acting out. 
Many of these children, however, are still deficient in their 
social relationships, perform below their intellectual capacity 
in school, and show little interest in constructive recreational 
activities. Several boys suffer from somatic symptoms for 
which no organic cause could be found. 

Of the group of 15 considered unimproved after termina- 
tion of clinic contact six have not continued delinquent be- 
havior so far as we could detect. On the other hand, one girl 
belonging to the improved group and one boy of the much im- 
proved group relapsed into serious delinquency at the onset 
of puberty. The number of families of the children treated 
at the clinic who showed considerable improvement socially 
and economically was larger than we expected upon evaluation 
at the time of termination of clinic contact. 


Conclusions 


This treatment research project and its follow-up study 
have contributed greatly to our knowledge and understanding 
of the pre-delinquent child between the ages of 6 and 12. We 
see a need for further psychiatric research along three main 
lines of investigation : 
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. Careful ‘‘microscopic’’ study of the emotional makeup 
of the antisocial child, through diagnostic psychiatric 
interviews and study of the intra-psychic changes taking 
place during the treatment period, complemented by 
physiological and psychological studies. 


. Investigation of the emotional interrelationships between 
the delinquent child and his environment, in particular 
the other members of his family, as well as a systematic 
study of the personality of both parents. 


. Testing of the effectiveness of different therapeutic ap- 
proaches to those children and their family in promoting 
an optimal treatment result. 


A joint effort of psychiatrists, psychiatric social workers, 
and psychologists might lead to more efficacious ways of reach- 
ing these children and their families before they get into 
serious trouble and of keeping them motivated to stay in 
therapy once their difficulties bring them to a psychiatric or 
social agency. 

The persistent aggressive, destructive, antisocial young 
children constitute a pool from which an important group of 
future juvenile delinquents and adult criminals is drawn. 
They represent a group of highly disturbed boys and girls 
who in the vast majority of instances have suffered from 
severe emotional problems since a very early age. 

Psychiatric treatment as carried out in the Thom Clinic in 
this study has proved to be effective in dealing with the 
antisocial patterns of such children. Therapy with these chil- 
dren requires not only highly developed special skills but a 
personality makeup enabling the therapist to function as a 
support and a desirable model for identification. Superficial 
measures such as recreational activities, although perhaps 
effective and helpful to the teenager who indulges in an occa- 
sional prank, are insufficient to curb the persistent antisocial 
behavior displayed by most children of our study. They 
suffer from a severe character disorder which rarely can be 
altered by environmental manipulation or disciplinary 
measures. 
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APPENDIX I 
1, Sex Missa Bi vase 
3. Religion Puc. Gice Pou. Ee. 
b) Duration of symptoms: 
ee ee er rrr 
II kkk ps wceddvuedesenes 


5. Referred by: Parent 
Treatment 


. Type of symptom: 
SUS RS 6 iio ec cecde cs 
Behavior, passive Delinquent 
Neurotic 
; aan 
Average School progress: 
Superior 
V. superior 


. State serious physical disability: 
Present 
. Socio-economic background: 


ee: er 
relief ... Middle, upper 


FAMILY 
a Broken home: Separation: 
Divorce: 


Personality of 
Well adjusted 
Psychotic 
Borderline 
Neurotic 
Delinquent . 

d Siblings number 


e Attitude of family toward clinic: Good .. Amb. .. Poor .. Unknown .. 


12. Relationship of parents to child: 
a Discipline mother father 
1. Unsuitable 1. Overstrict or erratic .............. 
2. Fair 2. 
3. Suitable 
b Affection 
1. Indifferent 1. Indifferent . 
or hostile or hostile 
2, Warm including 2. Warm including 
OVEFPrOtes. .. 2.655. overprotec. ... 
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APPENDIX I—Continued 


ce Cohesiveness of whole family: 
Unintegrated Some elements Cohesive 


13. On treatment cases results: Much improved .... Impr. .... Unimpr. . 


(if closed) 


APPENDIX II 


I. The Child 


a. 


Absence or presence of subsequent delinquent acts, character, 
and consequences 


. School progress 

. Social adjustment in and out of home 
. Recreational interests, hobbies, etc. 

. Job adjustment 

. Health 


Parents 


. Marital adjustment 

. Social and economic status 

. Emotional and physical health 

. Attitudes toward patient and his study or treatment 


Evaluation of parents who have been treated at clinic 





SOME LEARNING EXPERIENCES AS 
PSYCHIATRIC CONSULTANT 
IN THE SCHOOLS 


I. N. BERLIN, M.D.* 


XPERIENCES over the past four years as psychiatric 

consultant in two school systems have slowly clarified my 
concepts of consultation in such a setting. The relation of 
these experiences to previously integrated attitudes learned 
in psychotherapeutic efforts with children and adults has also 
become clearer to me. It is my hope that by describing the 
highlights of the events of my own learning as a school psy- 
chiatric consultant some ideas might evolve that would both 
clarify my own thoughts and perhaps be of help to educators 
and those who work with them in a consultative capacity 
around child-parent-teacher problems. 

My first experiences with school problems occurred during 
my period of training in child psychiatry by means of school- 
clinic conferences. These meetings concerned children in 
treatment in our clinic, where I was a member of the thera- 
peutic team. Later, as a staff member and teacher of child 
psychiatry, I chaired such conferences involving school pev- 
sonnel and clinic staff members working with children and 
parents. I found that I carried into these conferences some 
of my previously slowly acquired understanding from work 
with parents and children, i.e., that often when parents talk 
about their children they are referring to aspects of their own 
personalities. They often will unconsciously mask anxieties 
about certain feelings and attitudes of their own by talking 
with concern about similar attitudes, feelings, or behavior in 
the child. Thus, in conferences with school administrators and 
teachers around problem children, I began to recognize how 
often the anxieties of school people were not only related to 


*Department of Psychiatry, University of California School of Medicine; 
Children’s Division of the Langley Porter Clinic, California State Department of 
Mental Hygiene; and psychiatric consultant, Stockton (Calif.) Unified School 
District; San Joaquin County (Calif.) Schools; Child Guidance Services, San 
Francisco Unified School District. 
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their concern about the disturbed child and how they might best 
understand him and help him, but also frequently to their anx- 
ieties about the kinds of feelings such a child engendered in 
teacher and principal. They often seemed concerned about how 
we or others would regard them if they were driven beyond 
their endurance and had to admit failure by excluding the child 
from school. I began to observe that when school people had 
the opportunity to share with us mutual experiences around a 
difficult child, and usually disturbed parents, they learned 
that we too were struggling to work with this family and had 
no easy answers. Then they seemed to relax and were able 
to express their feelings about the pressures they felt. As the 
school teachers and administrators began to feel that others 
understood and empathized with these feelings and were not 
disturbed or condemnatory at the possible exclusion of the 
child from school, there seemed to follow some relaxation of 
tensions and often plans were made to work with the child in 
the schooi setting. During these conferences little direct sug- 
gestion or advice seemed necessary. 

With this background of experience I accepted a position as 
community agency consultant, which included work with a city 
and a county school system as well as consultation with the 
county health and probation departments. In this paper I 
shall describe my experiences with the two school systems. 

The city school system operated a child welfare and attend- 
ance division under the long-time direction of a former school 
teacher with many years’ experience in child welfare work. 
On her staff was a recently hired social worker. The school’s 
psychological services consisted of a school psychologist, a 
former teacher who was also responsible for the program for 
the mentally retarded. A psychometrist administered intelli- 
gence tests and did occasional projective tests. These four 
people were eager for psychiatric consultation as an adjunct 
to their work, and formed a consultation team which worked 
together for four years. 

At our first meetings with the whole group of school admin- 
istrators and guidance people from the high schools we tried 
to clarify both what the group felt they wanted and what I felt 
I had to offer. Since we had no previous experience to help 
us decide, we finally agreed that a small group of the central 
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office staff would meet to draw up plans. We had no definite 
ideas of how best to work and only a clear awareness of the 
need to help school administrators and their teachers with the 
emotionally disturbed children who were an ever-increasing 
burden as the population of this area continued to mushroom. 

Out of my experiences in the clinic, I had a vague idea that 
methods that had seemed helpful with one or two teachers and 
a principal might be equally effective on a much larger scale 
with all the principals. That is, my previous experiences had 
shown that reduction of tensions in administrators around 
specific problems seemed to make it possible for them to better 
help their teachers. I felt that if we could be of help to the 
administrators as a group with their anxieties and tensions 
around teacher-parent-pupil problems, they could and would 
be more helpful to their teachers, and their teachers, in turn, 
to the children. 

My efforts to work regularly with a group much as I had 
worked with a few individuals around an acute, disturbing 
problem did not work out. However, such an idea is not 
easily laid to rest and I repeatedly returned to it with the 
usual unsuccessful results until I was finally convinced this 
was not an effective way for me to work. I must say that the 
consultation team showed unusual forbearance in permitting 
me further experimentation in this direction, despite their 
feelings from our previous experiences that we would again 
not be successful. 

Thus, initially we arranged several meetings with the 
twenty-odd school principals and any assistants they wanted 
to bring along. At the same time, we arranged to meet in each 
of the high schools with the administrators, guidance person, 
and teachers around specific problems presented by disturbed 
children. 

The first meeting with the administrators set the pattern 
for all subsequent meetings. The principals were somewhat 
tense and anxious about meeting with a psychiatrist, fearful 
that what they might say would be analyzed and that they 
would be exposed and found wanting in the presence of their 
peers. There was no spontaneity. To increase the comfort 
of the group, as well as my own, I would start each session 
with some discussion of children’s problems with which I had 
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had experience. This was not enough. The group would have 
preferred formal lectures on child development, diagnosis of 
emotional disturbance, and specific or detailed directions about 
how these could be handled. When these were not forth- 
coming and the group was encouraged to bring case problems 
for discussion, they seemed to feel disappointed that nothing 
new was told them and that they received no real help. Some 
case problems were presented, but it became clear that each 
administrator was primarily interested in presenting the 
case of his current thorn in the side and receiving specific 
directions in handling the child. Most principals were not 
interested in listening to other case presentations or in join- 
ing in the discussion after each presentation from which some 
general inferences could be drawn. Staff problems, such as 
I naively hoped would be discussed, were never mentioned. 
After several such meetings there was common agreement that 
they were not very helpful, although some administrators ex- 
pressed relief at discovering that the psychiatrist was human 
and even that he appeared to have no magic solution to their 
problems with difficult children. 

The second phase of the first year’s work centered around 
conferences in the three high schools on specific cases. In 
these conferences the consultant team of psychiatrist, director 
of welfare and attendance, director of psychological service, 
the welfare and attendance social worker, and the psychom- 
etrist met with the administrators, guidance director, and the 
several teachers concerned with each child. 

Two of the high schools were old, well established schools 
whose staffs had been together for some time. The third high 
school had been recently built in an area densely populated 
by people of racial minorities who depended for their liveli- 
hood on seasonal work in agriculture and canneries. The staff 
of this school was newly organized and had just begun to 
function, and many of the teachers were new to the school 
system. 

The attitudes in the established schools seemed to be: Here 
are our problems—you experts solve them for us. They 
wanted lectures from the consultant to the faculties and were 
for the most part disappointed that few problems seemed to 
be alleviated by the consultation and that no prescriptions and 
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ready solutions were forthcoming, and after several confer- 
ences in each of these schools they made it clear that the 
consultation was not of particular value to them. 

In the new school there were many problems related to 
getting the school into operation. The administrative staff 
was eager to experiment and to find out what worked for them 
in many areas and accepted psychiatric consultation as a pos- 
sible help in this period of flux. The superintendent and asso- 
ciate superintendent of schools both wisely believed that in 
the beginning the consultant service should be used where it 
was wanted and not forced upon anyone. Case conferences 
were initiated which included the administrative staff and 
those teachers working with the child who presented prob- 
lems. Initially, teachers were reluctant to appear and talk to 
a psychiatrist. They seemed to fear that their deficiencies 
as people and teachers would be exposed in front of their 
administrators. When, despite their reluctance, teachers did 
come to the conferences and found that the psychiatrist and 
the consultant team did not analyze them, they expressed dis- 
appointment that the psychiatrist listened more than he talked. 
However, many teachers expressed relief that during these 
conferences they were able to discuss their feelings about 
what the administrator expected of them, especially the kinds 
of pressures they felt. The administrator was very much 
surprised at these feelings since he had often talked with the 
teachers about his recognition of the problems they were con- 
fronted with and his hope that they would not feel they had to 
have quiet rooms and be able to handle all their problems to 
be considered good teachers. The administrator’s frank and 
receptive attitude greatly facilitated such discussions. It 
became evident that such distortions of administrative policy 
could best be dealt with in this fashion, with individual teach- 
ers around specific problems. 

I gradually became aware of a repetitive phenomenon in the 
consultation. It was quite disconcerting at first to find that 
after the first meetings most teachers seemed disappointed 
and angry that the psychiatrist had not solved their problems 
for them. Later they seemed to express relief at having had 
the opportunity to talk with a receptive group about their 
difficulties with certain pupils. Thus, while they often loudly 
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proclaimed how little help they got, with few exceptions they 
were subsequently eager to return and discuss other problem 
children with the group. Slowly, more and more teachers 
expressed a desire to present their problems to the group. 
They seemed relieved that many of their feelings which they 
had believed were shameful—such as anger or hate, frustra- 
tion, and the desire to quit and run away from a difficult 
situation—were often stated for them by the psychiatrist and 
accepted by the group as comprehensible human feelings. They 
began to feel that perhaps the presence of such feelings was 
not so shameful. 

Other common feelings brought into the open were feelings 
that teachers must be fond of all pupils, that their goal was 
to have their pupils become fond of them, that they as teachers 
should never feel—and positively never show—anger or dis- 
couragement, and that the expression of such feelings would 
result in irreversible injury to the tender psyches of their 
pupils. 

It was our practice that I not interview or examine the 
children about whom the staff was concerned. However, in 
one instance a Negro girl was such a severe behavior problem 
and so openly hostile and aggressive that her several teachers 
and the administrators asked me to interview the girl just this 
once, ostensibly to see if she were psychotic or potentially 
dangerous to others. I reluctantly agreed and talked with the 
girl for about forty minutes. I found, as I had expected, an 
insolently defiant blandness and complacency. After the in- 
terview, the consultation group met with the people concerned 
with this girl. I briefly outlined what I had found and stated 
that I felt I would have difficulty in working with her and 
reaching her, that I could certainly understand that such an 
adolescent might push her teachers to the point of giving up, 
and that perhaps the only solution might be to exclude her 
from school. One of the teachers heaved a big sigh and said, 
‘*Now you know what we’ve been up against. I just can’t 
have her in my class.’’ Several others agreed. Then one 
teacher said that at times the girl had gotten along in her 
class and that perhaps if her teachers would try her again 
and exclude her from class more promptly when she acted up, 
this might help. One by one each of the teachers related how 
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they thought they might better work with this girl and agreed 
to try again. We never heard again about this girl. The 
administrators reported six months later that she was adjust- 
ing passably well in all her classes and was no longer the 
source of such consternation to her teachers. 

The administrative staff frequently made inquiries after the 
meetings and found that most teachers felt relieved, more 
relaxed and better able to work with their students, that from 
the conferences they seemed to get the idea that they could 
be more open and frank about expressing their feelings to their 
students, and that firmness rather than punitive or retaliatory 
hostility, which they felt when they were driven beyond their 
endurance, was not only not harmful but very helpful to their 
students. 

After many months of such meetings, the relationship be- 
tween the administrative staff and the consultation team 
became relaxed and easy. Under the leadership of the prin- 
cipal, the administrative staff began to discuss some of their 
difficulties in dealing with teachers who were hostile and 
aggressive and wanted to use physical chastisement as a solu- 
tion to their problems with students, or teachers who were 
helpless and ineffectual and sent all their problems to the office 
for solution. They were also concerned with the teacher who 
was on tenure and was indifferent about her work. As these 
problems were discussed, differences within the administrative 
staff came to the fore. I used some of my learning experiences 
as an administrator on a children’s ward to illustrate the 
problems and possible solutions which I found worked for 
me. The friendly relationship between the principal and his 
staff made it possible for them to express their feeling that 
he needed to be more firm and to expect more from certain 
teachers. After much discussion the principal agreed that 
this might be helpful to the teachers. From these meetings 
there was evident greater unification of the staff and greater 
freedom to explore differences. 

This congenial high school staff provided excellent and 
essentially nontraumatic learning opportunities for me. Early 
I sensed the pressure from the group to have me express 
‘‘expert’’ opinion on subjects in which I had no special com- 
petence. The temptation was often great to hold forth on 
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grading, on passing or failing students, on curriculum, ete., 
subjects about which I had only a layman’s knowledge and the 
school staff had expert knowledge. I discovered that as I 
clarified for myself and the group (and with each subsequent 
group) the limits of my expertness and dealt only with the 
emotional problems of children, parents, and teachers, the 
school people were increasingly more aware of my respect for 
their competence and were more relaxed in consultation. I 
eventually learned that even to express an opinion as a lay- 
man about certain school matters was not a good idea, for 
despite any explanations on my part such lay opinions of mine 
seem to carry unwarranted weight. I finally learned to just 
tend to my own knitting. 

From our work in this school, news began to leak out via 
the grapevine, at socials, and over the bridge table that psy- 
chiatric consultation was helpful to many teachers, and 
slowly from other schools came some requests for similar 
services. 

At the end of the second year of consultation, it was de- 
cided that our time would be best spent with the elementary 
schools for the next year. The staff of this high school felt 
that they would like further regular consultation, but with the 
work of the past two years they could get along without regu- 
larly scheduled visits if they could avail themselves of occa- 
sional consultation as needed. This plan worked out very 
nicely and during the next two years only a few meetings 
were necessary. 

The second, third, and fourth years of consultation were 
spent mostly with the primary schools, at first only with those 
where the administrators felt a need for consultation. Later 
an effort was made to spend some time with each elementary 
school so that the principals and a few teachers might find 
that the consultation team was composed of friendly and in- 
terested human beings with no particular omnipotence and no 
desire to ‘‘analyze’’ individual administrators or teachers. 

As the team worked with more elementary schools, I sug- 
gested again that we attempt some meetings of principals with 
whom we had worked to determine whether they were now 
able to use group discussion of common problems as one 
means of helping themselves. The other members of the team, 
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recalling our previous unsatisfactory experiences in such meet- 
ings, were not enthusiastic about trying them again, but 
nevertheless scheduled them. Again we found that the ad- 
ministrators in a group felt pressure to discuss their problems 
but were reluctant to do so. On one occasion a fortuitous 
selection of the most verbal, secure, and outspoken principals 
came close to a free discussion of the administrators’ prob- 
lems. This was a group that least needed such help. 

After several such meetings I finally agreed that our efforts 
should remain on the work with the individual principal and 
his staff. After another year of such work, we found that a 
few principals wanted to discuss some of their problems with 
teachers. We gradually evolved a plan in which the social 
worker of the team would visit the school one week prior to 
the meeting and get some idea of the cases to be discussed, 
help the principal understand the kind of information about 
the child’s family which we found useful, arrange for psy- 
chological testing where the I.Q. of the child was in question, 
where projective testing might help, or where someone else’s 
clinical opinion of the child seemed a good idea. He also 
began to suggest that the principal might reserve thirty to 
forty-five minutes of the consultation time to discuss any 
matters of concern to him about his teachers, if he felt it would 
be useful. Usually at the first meeting the principal did not 
avail himself of this opportunity, but sometimes during the 
second conference at his school he would spend a few minutes 
discussing some of his concerns about his faculty. 

We found that in elementary schools, where teachers had a 
liffcult child all day (in contrast to junior and senior high 
schools), the teachers’ problems often seemed more acute. 

The aggressive child and the child who thwarts the teacher’s 
every effort to teach him subject matter by his indifference 
and apparent refusal to make any attempt to learn were most 
frequently brought to our consultation meetings. The ag- 
eressive child’s open defiance, hostility, and restlessness 
seemed most anxiety-provoking to teachers. The child who 
was sullen, indifferent to learning, and passively defiant 
seemed to cause less anxiety but more frequently feelings of 
frustration and inadequacy in his teachers. 

Most elementary teachers appear to feel an overwhelming 
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responsibility for their failure to reach such children and need 
to disguise their feelings of anger, hostility, frustration, and 
helplessness. When their best efforts at being understanding 
and kind do not alleviate the difficulties, the resulting feelings 
of disappointment, frustration, hopelessness, and anger are 
usually repressed as if they dare not feel them, else their 
colleagues and administrators would believe them to be fail- 
ures as teachers. Not only do teachers feel they should not 
feel or express the anxiety, anger, and frustration engendered 
in them by such difficult children, but they feel that they must 
also suppress their anger at the administrator to whom they 
turn for help when he too seems unable to help resolve these 
problems. 

It has become our practice to insist that the teacher, prin- 
cipal, and school nurse gather all possible information on the 
family history and early life of the child. We try then to 
sketch in a picture of the child’s background and his relation- 
ships in the family to help us understand the child’s present 
behavior and to help the teachers see the origins of the child’s 
difficulties in his early relationships which antedate his school- 
ing. Often this alone has given a teacher the sense that she 
was working with a child who had had long-standing prob- 
lems which she could expect to modify only slightly and only 
over a long period of time. We would contrast this to the 
situational problems where the death of a parent, the father’s 
unemployment, or acute family troubles resulted in emotional 
upset in a child. In these instances the teacher’s sympathy 
and understanding are very important and frequently imme- 
diately helpful to the child. 

When we discuss cases of very seriously disturbed children, 
I have frequently described my own experiences with such 
children: the difficulties they present in treatment and how 
long it usually takes to see any appreciable change even if 
one works not only with the child but with the parents as well. 
I stress that despite the best efforts of the clinic team we 
sometimes fail to modify the youngster’s feelings about him- 
self and the world around him. Usually the teacher and 
administrator feel less disturbed at the possibility of their 
failure to reach and help sucha child. After such a discussion 
of possible failure, teachers are frequently better able to 
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work with the child. It seems to me that this is related to their 
relief that they need only be human teachers and administra- 
tors and that such failures need not reflect on their profes-. 
sional adequacy. 

I have learned that my discussion and depiction of the kinds 
of feelings such children have aroused in me and other people 
who work with them is helpful. I cite from my own learning 
experiences that anger, hate, frustration, disappointment, and 
hopelessness are both human and universal feelings. I 
pointed out that as I could permit myself to experience these 
feelings with less anxiety and self-deprecation, and could 
communicate them to others, I felt more at ease with myself 
and it was less likely that these repressed feelings would 
erupt into overt or covert hostile retaliatory behavior with 
the child. I had found that expressing how I felt to the child, 
while not always necessary or helpful, was much less hurtful 
to him than the retaliatory withdrawal or punitive behavior 
which might otherwise break through. I had also learned 
than when one failed to verbalize such feelings to oneself or 
to others, the resulting internal pressures seriously hampered 
one’s attentiveness, alertness, spontaneity, and ability to work 
without strain. Teachers seemed quite receptive to my dis- 
cussion of my experiences in learning that to show such ‘‘for- 
bidden”’ feelings with others—and if necessary with the child 
who arouses them—often eases tension and permits a more 
rational dealing with the problem. 

Thus it has been the frequent experience of the consultation 
team that after discussion on my part the teachers seemed 
less involved with what they ought to and should feel with 
their pupils and could accept more easily the feelings in them- 
selves that were actually there. During subsequent confer- 
ences some of them reported their increased success with diffi- 
cult children as they became increasingly firm and refused to 
permit behavior which could not be tolerated in the class- 
room. One of the best classroom teachers we had met put 
it very succinctly: ‘‘The aggressive child seems to relax and 
trust me more when I don’t put up with behavior that disturbs 
the class and me. I’ve learned through the years, to my 
surprise, that such behavior, when he gets away with it, also 
seems to disturb the pupil.’’ 
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This teacher’s experiences closely coincide with my own, 
and I have learned to stress the conviction of many of us who 
work with such disturbed children that they are often looking 
for an adult who can understand and tolerate the verbal 
expression of hostile feelings but who can and will prevent, 
or at least halt, the impulsive aggressive behavior. Teachers 
have related many times how distrustful such children seem 
to be of their efforts to be kind and accepting, and how much 
easier they become when they experience a fair and unswerv- 
ing firmness. It often seems that such children are trying in 
part to force the teacher to react in the retaliatory hostile 
manner which they have experienced as a result of their 
behavior, and in part these children seem to hope uncon- 
sciously for a new, and as yet never experienced, interaction 
with the adult. Hostile retaliatory action on the part of the 
person working with a child usually means that person has 
abdicated the adult role and met the difficult child on his own 
terms, which is rarely helpful either to the child or to the 
adult. More and more teachers and administrators have 
reported that as they can rid themselves of their tense and 
anxious feelings by putting them into words, they have become 
less afraid that their anger would be expressed in either 
retaliatory behavior or uncomfortable anxiety about possible 
loss of control over their behavior. They have then experi- 
enced increased ability to handle these difficult children in the 
classroom. 

The team early discovered that our emphasis on firmness 
and the prompt expression of feelings was taken by some 
teachers as license to express their feelings through physical 
chastisement. We have since emphasized repeatedly the dif- 
ference between expressing one’s feelings about what one 
might feel like doing and the actual carrying out of such 
feelings in action. 

We also found that if we could help administrators to be 
more at ease about the hostile expressions of teachers toward 
them (when during a crisis the administrator did not seem to 
be very helpful), teacher tension was reduced. Those prin- 
cipals who at critical moments could say with equanimity 
something like ‘‘I’ll bet you’re angry with me because I don’t 
seem to be of much help,’’ found that often teachers then 
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could unburden their feelings of fury and sometimes despair. 
Frequently they could then return and work through the 
difficult situation with the feeling that their administrator 
really understood how they felt. Through our meetings some 
principals began to feel easier about their own fear of failure. 
During our four years of work, more and more administrators 
began to insist upon the parents’ participation in working 
with the problem child instead of feeling they should be able 
to do this all alone. 

During the last year of our consultation, the curriculum 
consultants have been able to participate more and more in 
our meetings and have subsequently indicated that they were 
able to use some of the attitudes and insights that resulted 
from such sessions to work more effectively with teachers. 

On our return to an elementary school after a year’s 
absence, the principal said, ‘‘Do you recall our last year’s 
conference on Johnny, the scourge of our school? Well, the 
conference helped his teacher and me to handle his aggressive 
outbursts firmly and to anticipate them. You know, on the 
last day of school he walked up to me with a clenched fist 
and said, ‘You wouldn’t do anything to me today, would 
you?’ I cautiously guessed I wouldn’t. He then asked me 
to press his knuckle, and with some trepidation I did. His 
hand flew open and on the palm was written in ink, ‘I love 
you.’’’ The principal had tears in her eyes as she related 
this. She mentioned that Johnny was far from being a model 
citizen, but he was getting along and beginning to do some 
school work. 

At the beginning of the fourth year of school consultation, 
we met with a group of new teachers who were having diffi- 
culties with their classes. This experiment was approached 
with caution by our team because we had learned our lesson 
about the difficulties involved in such group sessions. We 
thought we would try this because these teachers all had 
similar, acute problems and anxieties and it seemed the only 
way to reach more than one teacher at a time during a period 
of need. The teachers were surprised to find that there were 
others in the same predicament and as troubled as they. Most 
of them, after some initial hesitation, talked freely about 
their difficulties. They all seemed bewildered that the pre- 
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cepts taught in education courses and fairly easily carried 
out in their practice teaching seemed so ineffectual in their 
overcrowded classrooms, with many tense, overactive, disin- 
terested, and rebellious children, many from minority groups 
and many in marginal economic circumstances. The team’s 
concern with these teachers, and the team’s verbalization of 
the kinds of feelings these new teachers might have seemed 
to help them talk more freely. During the meeting several 
teachers began to express the feeling that perhaps they 
expected too much of themselves—maybe they didn’t need 
to love all their pupils. They all seemed easier as the team 
related experiences from our work with other teachers. Mem- 
bers of the team gave examples to illustrate that as teachers 
were able to be more direct and firm and less afraid that 
setting limits in the classroom would be ‘‘traumatic’’ to their 
pupils, they felt better, the children felt better, and more 
learning in a more agreeable classroom atmosphere occurred. 
After this meeting we heard that several new teachers on 
the verge of resigning their positions took a new lease on 
life and most of the group felt more relaxed and better able 
to handle their classroom situation. In one instance where 
the situation grew increasingly difficult, we met with the 
teacher and her principal about a specific child some months 
later. 

This service to new teachers, the opportunity, after four 
to six weeks of teaching to meet with the consultation team 
and discuss their mutual problems, will become a regular 
feature of the consultation program. 

One of the most gratifying aspects of the consultation work 
has been the gradual development of the various team mem- 
bers in understanding and the ability to carry on the consulta- 
tion methods individually. The increasing team-work, cohe- 
siveness, and awareness were reflected in the increased ease 
and effectiveness of the consultation and the mutual satisfac- 
tion evident in each meeting as we strove to increase our 
effectiveness as a team. 

The consultation program in this school system has been 
expanded from a total of three-quarters of a day a week to 
two daysaweek. The staff will be augmented by a psychiatrist 
trained in the same setting as the author, and by another full- 
time social worker and psychometrist. 
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CoNSULTATION WITH a County ScHoot SysTEM 


Consultation with a county school system was different only 
in that we did not work directly with the schools since they 
were mostly small and long distances from each other, and 
most principals also did some teaching so that conferences 
were difficult to arrange. Initially we tried to meet with all 
the staff of county consultants who advised the schools on 
curriculum matters. In this setting also, and for the pre- 
viously mentioned reasons, such group meetings did not work 
out. We thus decided to meet with the guidance group con- 
sisting of the consultants in guidance, special education (i.e., 
program for the mentally retarded, home teachers, etc.), the 
part-time school psychologist, and the psychometrist, around 
problems presented to them by the various schools. Occa- 
sionally curriculum consultants, principals, and teachers 
joined the discussions. We also met every two months with 
the group of special teachers: the home teachers and teachers 
at the juvenile hall and the hospital. 

In these meetings it became important to discriminate 
repeatedly between what might be therapeutic (i.e., helpful) 
and what could be called therapy (i.e., an explicit contract 
between two people for the specified purpose of working on 
the personality problems of one of them). These discussions 
helped to clarify both my relationship to the group and their 
relationship to teachers, consultants, and administrators with 
whom they worked. Similar clarification had been helpful in 
my work with the consultative team in the city school system. 

In the county schools, too, the most disturbing child was 
the impulsive, hostile, aggressive, destructive child. As a 
result of consultation meetings team members began to work 
more with parents and to help school personnel include the 
parents in any efforts to understand and help a disturbed 
child. 

It became clear that rarely were these children ‘‘totally 
rejected’’ by their parents. The more frequent picture was 
one of anxious overindulgence and passivity of one parent, 
the other parent being quite strict, demanding, and often 
punitive toward the child. Thus it appeared that in most 
instances the child was caught in conflicts between the parents 
out of which his behavior pattern resulted. Occasionally it was 
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found that the death of one parent or of both parents resulted 
in compensatory and undiscriminating overindulgence by the 
remaining parent or grandparents so that no limits were set 
for the child. 

In our case discussions I had been tieing in such impulsive 
aggressive behavior to early experiences of such children 
with their parents. These parents seemed to have particular 
personality problems which were recently described in the 
literature by Johnson and Szurek.’? 

Most investigators would agree that the parents’ unanxious 
acceptance of their own feelings of whatever kind—sensual, 
sexual, childlike, sad, angry, ete.—would make it possible for 
them to nurture the infant, i.e., to easily fulfill all his wants, 
to gratify the needs of the growing child and clearly define 
for him acceptable and unacceptable behavior. Such parents 
could in each instance help the child who begins to act in an 
aggressively hostile or destructive way to find acceptable 
alternative activities. Thus the investigation and exploration 
necessary to growth and development would not be inhibited. 
This is especially so if the parents can help the child achieve 
a satisfying state of independence by helping him experience 
the pleasures which come from mastering the details of self- 
care as the child is ready to learn them. Such a child would 
thus learn from his parents that all his feelings can be both 
understood and expressed in non-destructive ways consonant 
with civilized behavior in the family and society. 

The inability of parents to set limits on impulsive aggres- 
sive behavior often reflects both their anxiety about the erup- 
tion of such feelings of their own and the unconscious vicarious 
satisfaction they obtain when the child does something they 
would like to do but dare not. The parent who reacts to 
such impulsive aggressive behavior with harsh retaliatory 
measures and strictness in all phases of dealing with the child 
may see in the child a mocking caricature of his own attitudes 
and behavior which may be intolerable and enraging to 

1 See Johnson, Adelaide M. and S. A. Szurek, ‘‘ The Genesis of Antisocial Acting 
Out in Children and Adults.’’ Psychoanalytic Quarterly, 21:323-343, 1952. 

2 See Johnson, Adelaide M. and 8. A. Szurek, ‘‘ Etiology of Antisocial Behavior 


in Delinquents and Psychopaths.’’ Journal of the American Medical Association, 
154:814-817, March 6, 1954. 
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observe. It is probably true that behind both these atti- 
tudes of one or both parents is their unconscious longing for 
gratifications and satisfactions not realized in their own 
infancy and childhood which they unconsciously want the 
other mate to fulfill. The impossibility of such mutual fulfill- 
ment of childhood needs frequently leads to conflicts between 
parents and also makes it difficult for them to fulfill similar 
needs and demands of their children. Thus, often the child 
feels little incentive to behave in an acceptable way, since he 
has little gratification in his relationship with his troubled 
parents and is confused by their vacillation in setting limits 
on his behavior. 

The meetings with the special teachers over the four-year 
period gradually became quite spontaneous. Most of the 
teachers could eventually discuss their own need to make up 
somehow for the failure of parents of sick, retarded, and 
delinquent children. They slowly recognized the unreality of 
their self-imposed burdens as well as how much energy such 
impossible expectations drained from them. This was all the 
more true since they were usually unsuccessful and felt inade- 
quate as a result. Most members of the group began to 
accept the limitations imposed upon them by the child’s pre- 
existing relationships, his physical and psychological handi- 
caps, and the limited time they had with him. They also 
began to see as their primary job the teaching of the child. 
Paradoxically, it seemed, as these teachers expected less of 
the impossible from themselves, they began to expect more of 
the possible from their students. As they slowly felt less 
overidentified with the child and overly sympathetic with his 
handicaps, they seemed to be able to help the sick, retarded, 
or delinquent child more, with increased mutual satisfaction 
for student and teacher. Repeatedly, as teachers became more 
spontaneous in the group they talked of their oversolicitude 
for their students, their frequent exploitation by the students, 
and their feelings of being caught because as they tried to 
do more for their students, the students seemed to do less 
for themselves. 

Over and over again these problems were discussed around 
specific cases. Here too the problem of the impulsive, ag- 
gressive child and the feelings he aroused were repeatedly 
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ventilated. The differences between authoritative and authori- 
tarian attitudes of school teachers came up frequently as the 
teachers were able to reveal some of their own hostile and 
retaliatory feelings as they failed to help such children by 
sweetness and kindness. In the juvenile hall situations those 
teachers who were gradually able to be firm and just with 
delinquent youngsters, who could be quite honest and direct 
about the feelings these children aroused in them, reported 
their own greater ease, relief of tension, and decrease of 
punitive, retaliatory feelings. They simultaneously noted 
greater responsiveness from their pupils and less conflict 
about doing their school work. 

The home teachers were concerned with their unique problem 
of working with the parents of these sick youngsters. They 
all resented the parents’ overindulgence of the sick child, and 
often felt that parents subtly encouraged the child’s invalidism 
and unnecessarily prolonged his stay in bed or at home. They 
felt that many parents were helpless in the face of the demands 
of the chronically ill child so that their job was much more 
difficult. Often such parents felt the teacher expected too 
much of their poor, sick child. These teachers were much 
concerned at the ease with which these youngsters avoided 
responsibility and could get what they wanted through temper 
tantrums or threat of becoming ill. Teachers often felt im- 
pelled to tell parents they were not handling the child 
correctly and felt anxious at the amount of hostility this 
aroused in the parents. 

As these situations were repeatedly discussed, the teacher’s 
hostility toward the parents was ventilated. Discussions 
about the dynamics of the relationship between the parents 
and the chronically sick child occurred frequently. The ambi- 
valent feelings of the parents toward the child, the parents’ 
guilt about their desire to be rid of the burdens imposed by 
a sick child, the hostile and helpless feelings engendered by 
the child’s demands were brought out and elaborated on by 
the teachers. Some teachers were able to see and verbalize 
parallels between the parents’ emotions and their own. They 
could see the sequence of guilt about such ‘‘terrible’’ feelings 
and the resultant overindulgence and often abandonment of 
the role of parent or teacher, as if to deny the presence of 
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such feelings of resentment. Some of the home teachers dis- 
covered that if they tended to their job of teaching these 
youngsters and were firm in their expectations of what they 
knew the child could do, some parents seemed to learn from 
the teachers’ attitudes. 

A few of the home teachers also were able to express some 
understanding of the problems of the parents with the child. 
Parents would sometimes then turn to them for suggestions 
and seemed to be able to accept referral to the Family Service 
Agency or other agencies for help with their problems. Even 
in those families where the disturbed parent-child relationship 
continued without change, the teachers seemed to feel less 
tense and hostile with the parents and were able to work with 
the child somewhat more easily. 

During the fourth year of consultation with the county 
schools, the psychiatrist previously referred to began to work 
with the entire consultant staff. Now, some three years after 
the initial efforts at such meetings had been abandoned, the 
consultant staff was freer and more receptive to such work 
and these meetings were more successful and looked forward 
to by many of the consultants. 


Conclusion 


In my learning experience I came to understand that the 
consultation process demands the same kind of self-awareness 
on the part of the consultant as is necessary in the process of 
psychotherapy. Here too I began to develop some under- 
standing of how long it might take before the team could feel 
that these efforts might appear fruitful. When I listened 
attentively to the discouragement of the various team members 
and occasionally expressed my own doubts that consultation 
in this form would prove helpful, there would usually be some 
shift in the tension and all of us would feel somewhat more 
optimistic. Early it is often disappointing to find that after 
a precise and, one even dares feel, a brilliant or eloquent dis- 
cussion, little of what one has said seems to have been helpful 
and, moreover, it does not appear to have been remembered. 
Slowly one begins to recognize the impediments within the 
group to understanding and assimilating what is being said. 
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The anxiety and tensions of the individuals, their own past 
experiences and present emotional and intellectual readiness, 
and the state of their relationship to the consultant and to the 
other people in the meeting are among the many factors that 
determine how much any one person will derive from any one 
meeting. One therefore begins to sense the need for continu- 
ing prolonged work together and for repeating some of the 
principles of working with people which is most easily ac- 
complished around case discussions. As the consultant be- 
comes progressively easier and more spontaneous in the 
group, and expects less of himself, more people seem to under- 
stand and utilize more readily what he has to contribute. 

When the school staff eagerly turns to the consultant for 
his words of wisdom on matters of curriculum, grading, 
retention of pupils, ete., the temptation is often great to be the 
all-wise, all-knowing person that the staff seems to be looking 
for in the consultant. Yet, only by clearly defining one’s own 
area of expertness can one be most helpful to the staff. 

Although some in a group will be disappointed and dis- 
gruntled, an honest ‘‘I don’t know’’ is reassuring to the 
administrators and teachers who both hope and fear that the 
consultant will pretend a superhuman omniscience. Such all- 
knowingness may be momentarily comforting to the anxious 
person, but it tends to make the staff feel even less competent 
and undermines their belief in their own abilities to handle 
situations, as they turn to the all-wise one to handle all their 
problems. Experienced school administrators have many 
times recounted experiences which bear this out, when early in 
their work they felt they did or should know all the answers 
and found their teachers becoming increasingly helpless and 
dependent on them. 

The readiness of the consultant to admit his fallibility, to 
illustrate from his experiences his awareness of the kinds of 
feelings teachers and administrators might have in working 
with difficult children, and his acceptance of the possibility 
that they might fail and have to exclude a child from school 
as he has sometimes failed and given up in some therapeutic 
work seems to reassure the staff and facilitate freer discus- 
sion. As illustrated in this paper, often the readiness to accept 
failure has resulted in the staffs’ feeling less self-critical and 
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pressed by the child, and subsequent efforts with the child 
have been somewhat more successful. 

Initially, most of the staff working with the psychiatrist are 
apprehensive lest they reveal too many of their own problems. 
They fear being analyzed and having their privacy violated 
by the consultant. Only continued working together and re- 
peated experiences in seeing that the consultant does not 
analyze them and their troubles is reassuring. At some point 
with each staff verbal clarification of the differences between 
what might be therapeutic (i.e., helpful), and the explicit 
agreement and permission to work together and explore prob- 
lems, which is therapy, seems to clear the air of most of the 
residue of such feelings. This also seems to help the staff in 
understanding their role with other school personnel and 
reduces some of the anxiety attendant on such work. It also 
helps make clear to the staff that they need not feel impelled 
to somehow solve the teacher’s personal problems, which one 
often senses as an uncomfortable burden among guidance staff 
and administrators. 

It seems to me that the basis for my work as a consultant 
has been my ever-growing confidence in the integrative poten- 
tial in human beings. Thus I became convinced that if I could 
be of some help in reducing the anxiety, tensions, and self- 
doubts of teachers and administrators, they could do their 
jobs better. I slowly learned that little, if any, direct advice 
on the handling of a problem was necessary or helpful. I 
found that I could not advise a teacher about how to teach 
better. I could only hope to help reduce some of her tensions 
which served as obstacles to her teaching, learning the 
techniques of teaching, or learning how to handle emotionally 
disturbed children in the classroom. In most instances where 
I felt impelled to give specific advice on the handling of a 
child, I later learned that the teacher felt burdened by it and 
could not use the advice in her work. When I spent the time 
indicating my awareness of the kinds of human feelings the 
teacher might have without pretending that I, a non-teacher, 
could understand fully the magnitude or details of the anxie- 
ties, this seemed to be more helpful. My illustrations from 
my own experiences of the difficulties I encountered in indi- 
vidual work with a similar child and what eventually seemed 
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to work with me also seemed to be of some help. I began to 
sense more quickly the moments when the teacher or adminis- 
trator was ready to talk and the attentive silence of the 
consultation group seemed to encourage the expression and 
discussion of difficult and forbidden feelings with evident 
decrease in tension in the teachers involved. 

I am certain that each consultant must find the ways in 
which he works most effectively. I hope that this recounting 
of my own learning experiences will encourage others to 
participate in the challenging, highly interesting, and enjoy- 
able process that makes up psychiatric consultation in the 
schools. 
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ESPITE the title, this presentation does not attempt to 

define the place of a mental hygiene clinic in a group 
work agency because it is still too early to attempt to set up 
any fixed pattern. Not only do group work agencies differ in 
their programs, functions, and responsibilities as well as in 
the variety of their clientele—different age and sex groups, 
different ethnic-cultural groups, different social economic 
groups—but the organization and operations of the mental 
hygiene clinics differ in many ways. 

Perhaps the first observation that may be made is that 
the mental hygiene clinic may be located or may periodically 
function in a group work agency primarily as a place where 
the necessary space, facilities, easy and simple access by 
clients may be provided. To this extent the group work 
agency provides a convenient place for the mental hygiene 
clinic, which may be conducted with little or no direct relevance 
to or participation in the group work agency except as it 
may receive and give priority to clients of the group work 
agency or members of their families. There may be consider- 
able advantages in having a clinic thus located, since the group 
work agency may facilitate access to the clinic and reduce 
some of the resistance to the use of such a clinic, especially 
when clients or people in the neighborhood have confidence in 
the group work agency and will accept their suggestions and 
recommendations. 

As we look back over the development of mental hygiene 
clinics from the early 1920’s, there apparently has been a 
movement away from the conception of the clinic as a purely 
medical agency more or less aloof or isolated from the com- 
munity, as were hospitals and clinics in those days, toward 


* Presented at the New York State Welfare Conference, November 16, 1954. 
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an ever closer liaison with other community agencies. Thus, 
the child guidance clinics began to appear as part of the school 
system and to function under the school auspices primarily 
for school children. More recently, mental hygiene clinics 
have been established or reorganized as community clinics 
specifically and functionally related to other community agen- 
cies and programs, as, for example, in Kansas City, Mo.’ 

It is probable that there will be more and more exploration 
and experimentation in this direction since we are still engaged 
in discovering in what ways mental hygiene clinics can be 
established and operated to provide increasingly favorable 
acceptance by people generally and to foster better communi- 
vation between mental hygiene workers and other profes- 
sional and occupational groups. 

With increasing acceptance of the conception of mental 
health as the objective which assumes the need for larger and 
more effective facilities for diagnosis and treatment, but 
emphasizes the desirability of working through every possible 
channel to foster healthy personality development and matura- 
tion in every age group from infancy through old age, it 
seems clear that we can look forward to more social inven- 
tions oriented to these goals. 

A mental hygiene clinic located in, or directly if not exclu- 
sively serving, a group work agency may perform a variety 
of functions other than diagnosis and therapy. It may have 
a place in a group work agency which very directly relates 
the clinic to all aspects of the program of the group work 
agency. Without attempting to give any kind of inclusive or 
exhaustive statement of this, we may attempt to examine 
some of these relations and functions. 

When we think of the mental hygiene clinic as a resource 
for more than referral of cases for diagnosis and treatment, 
we envisage a relationship between the clinic staff and the 
group work staff that differs from the usual referrals. Here 
it should be remembered that the pattern for many years has 
been to refer a case to a mental hygiene clinic which then 
took over and usually carried on with little or no further com- 


1 Frankl, George. ‘‘Community Psychiatry and Its Organizational Problems.’’ 
MENTAL HYGIENE, Vol. XXXV, No. 4, October 1951, pp. 532-59. 
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munications with the referring agency. Thus, a school may 
refer a child for diagnosis and treatment to a child guidance 
clinic, and neither the teacher nor the principal may have 
any further contact with that child or ever hear the outcome 
of his treatment by the clinic. This one-way pattern of com- 
munication is also found in group work and other agencies 
which refer individuals to mental hygiene clinics. 

But more recently clinics have been recognizing that the 
school, the social agency, and other organizations usually have 
a very considerable knowledge of the individual referred for 
treatment which can be of considerable significance in both 
diagnosis and therapy. Indeed, more and more it is being 
found that, especially for children and adolescents, the clinic 
must involve not only the parents but the school and other 
agencies in any effective program of treatment and 
rehabilitation. 

This has led to a reconsideration of clinical practice and a 
review of the long-accepted patterns of professional practice. 
It has involved a recognition on the part of the clinically 
trained, such as psychiatrists and clinical psychologists, of 
the importance, indeed the profound and crucial significance, 
of the social-cultural ‘‘field’’ out of which the client-patient 
comes and to which he must return, if he is not to be institu- 
tionalized. It is scarcely necessary to point out that this has 
created some difficulties insofar as it has necessitated an 
enlargement of the conception of personality problems as 
primarily—if not exclusively—intra-psychic conflicts. This 
issue between the now-classic conception of personality prob- 
lems and the growing awareness of the personality as a 
dynamic process by which the individual relates himself to the 
world, to other people, and to himself, in and through the 
socially approved and traditionally prescribed patterns, is 
being debated in the professional journals and meetings.” 

This somewhat prolonged digression is not, however, irrele- 
vant to the topic we are considering because the readiness of 
a mental hygiene clinic to enter into and actively participate 
with the staff and program of a group work agency may turn 

2Cf. Fairbairn, W. Ronald D. An Object-Relations Theory of the Personality. 
New York, Basie Books, 1954. 
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largely upon where the staff stands on this issue and how 
far they will recognize what has been called the psycho- 
cultural approach to mental health (to be discussed later). 

While group work of any kind involves some kind of pro- 
gram in which a number of individuals participate concur- 
rently as a group, nevertheless any group is composed of 
individuals, each an idiosyncratic personality with past experi- 
ence and a repertory of highly individualized patterns of 
conduct and feelings. To the extent, therefore, that the group 
work program is concerned with these individuals and how 
they may be helped to cope with life more effectively as 
individuals through their group work experiences, the group 
work staff frequently find themselves handicapped, if not 
blocked, by an inability to understand specific individuals and 
to establish effective communication with them. 

Today when almost every group includes individuals from 
a variety of ethnic-cultural backgrounds, with different tradi- 
tions and varying capacity for recognizing and utilizing the 
English language, it is exceedingly difficult sometimes for a 
group work agency to operate with any degree of effectiveness 
with such diverse personalities. Moreover, in any group 
today there are liable to be one or more individuals who are 
disturbed personalities, either suffering from various neu- 
roses or bordering on, if not actually, psychotic. Moreover, 
there are many individuals who are ‘‘difficult,’’ either unable 
to join in a group process or finding a perverse satisfaction 
in blocking or sabotaging what others want to do. 

If the group work staff can call upon the mental hygiene 
clinic to help them gain insight and understanding into these 
troublesome personalities, the effectiveness of their work may 
be greatly enhanced, but here we should note that the mental 
hygiene staff may initially find it difficult to respond to such 
requests for help in ways that are genuinely useful. If the 
clinic staff, as is usual, approaches individuals primarily in 
terms of making a diagnosis and reporting that diagnosis in 
the usual clinical terminology which they then communicate 
to the group work staff, the outcome may be somewhat less 
than desirable. Assuming that members of the group work 
staff have little or no clinical training or experience, they 
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may then accept the various diagnostic terms and begin to 
label individuals accordingly, or they may be more or less 
baffled and repelled by such language, which may give them 
little genuine help in how to deal with specific individuals. 
Unless the group work agency is intentionally concerned with 
group therapy (which ought not to be undertaken by someone 
without adequate clinical training and experience), such diag- 
nostic categories and the usual clinical recommendations for 
treatment may be more or less irrelevant, when not disturb- 
ing, to the group work staff. 

This situation has existed a long time in schools where the 
clinic staff has sent back reports on referrals in clinical term- 
inology and has expected the school teacher to function clini- 
cally, despite her large and pressing responsibilities as a 
group worker in the sense of being a leader for a whole class- 
room of children. Teachers have often been disturbed by 
this, and they become resentful toward clinical workers and 
procedures which have not only failed to give them the kind 
of help they seek, but have expected them to undertake a new 
and difficult role for which they are often personally incapable 
and professionally unprepared. Therefore, this emphasis 
upon the difficulty of establishing effective communication 
between a clinical staff and a group work staff seems to be 
justified as indicating a potential source of difficulty which is 
being met effectively. However, this topic seems to be a sig- 
nificant aspect of our question of the place of a mental hygiene 
clinic in a group work agency and will serve to indicate the 
need for more experimentation in developing modes of two- 
way communication between these two staffs. 

The group work staff will need some help and practice in 
learning how to formulate their questions to the clinical staff 
in terms which will evoke from the clinician the kind of 
insights and understandings that will enlarge the awareness 
and sharpen the perceptions of the group work staff so that 
as group workers, not as clinicians, they can carry on their 
group work programs more effectively. This involves a rec- 
ognition of individual personalities and a way of interpreting 
their idiosyncratic activities so that the group worker can 
recognize not only the handicaps and limitations, but also the 
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potentialities, of each member of his group. Here the clini- 
cally trained staff member, accustomed to working in the 
person-to-person relationships of diagnosis and therapy, may 
at first find it difficult to discover just what from his clinical 
knowledge he can offer that will be useful in the group work 
program. Those clinicians who have some acquaintance with 
or have participated in group therapy are aware of the 
immense significance of the dynamics of the group and how 
this may be invoked for the benefit of the individuals com- 
posing the group. This involves a willingness and an ability 
to recognize both the manifest and the latent, or the overt 
and the implicit meanings, of individuals’ activities and espe- 
cially their verbal communications which are always accom- 
panied by other expressions conveyed through tone of voice, 
facial expressions, gestures, and posture. An awareness of 
these can be appropriately cultivated by a group work staff 
with the assistance and guidance of a clinical staff without 
creating in the group workers a belief that they are com- 
petent to diagnose and to treat individuals or to utilize clinical 
terminology. 

This may seem to elaborate what might be a fairly simple 
and direct relation between clinic and group work staff in 
terms of giving the latter the benefit of clinical knowledge 
without overloading its significance. But if we look forward 
to the increasing infusion of the mental health orientation 
into all our organized activities—schools, social agencies, and 
particularly group work agencies—it seems probable that 
some of these questions will have to be recognized explicitly 
and answered in terms of a collaborative endeavor on the 
part of clinic and group work staffs to develop some effective 
modes of communication and collaboration. 

Whatever else the group work agency does, it is in a unique 
position to provide much-needed guidance, reassurance, and 
strengthening to an individual without the group’s becoming 
aware of how much the staff is concerned about that indi- 
vidual for whom they are actively trying to provide such 
help. For children—and especially adolescents—this may be 
of great importance, since they may resist any direct proffer 
of help and resent being singled out for special attention. 
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However, it is possible, as Dr. Alexander Reid Martin * showed 
years ago, to provide individuals with helpful service within 
the group activities insofar as the group leaders are given 
enough understanding of the individual’s needs and potentiali- 
ties, and some fairly definite suggestions for ‘‘treating’’ the 
individual within the group program. 

This is not the place to elaborate on these procedures 
except perhaps to point out that presumably a group work 
agency operates on the assumption that every member of a 
group has potentialities for further development and matura- 
tion and for escaping from his often self-defeating patterns 
and feelings. Accordingly, we may say that the group work 
staff can benefit more from a statement that individuals need 
to realize their potentialities than from the usual clinical 
emphasis upon their defects and abnormalities. Indeed, it 
may be possible to distinguish between the clinical and the 
group work programs by saying that the clinic of necessity 
must be alert to the variety of often subtle, psychological per- 
sonality disturbances and the weaknesses of the individual 
before it can try to build on the strengths of the individual. 
Social agencies, especially group work agencies, must work 
initially from strengths, seeking to discover and to evoke the 
individual’s potentialities in a variety of ways. The assump- 
tion is that not only the group work leader, but that all the 
members of his group, need insightful guidance for providing 
the kinds of experience through which each individual can 
and will give up his customary patterns and replace them 
with new and more desirable patterns and relations.‘ 

Being only too conscious of the complexity of the human 
personality and the many and subtle forms of resistance and 
defenses which they encounter in their treatment of individual 
personalities, members of the clinical staff are often very 
skeptical, if not opposed, to such procedures. Quite appro- 
priately, they will point out the dangers involved in such a 


3 Martin, Alexander Reid. ‘‘In-service Training of Recreational Personnel— 
A Contribution from Psychiatry.’’ Mental Health in Virginia, Winter, 1954, and 
‘Using Leisure-Time Agencies to Treat the Problems Confronting Adolescents.’’ 
American Journal of Psychiatry, Vol. 109, No. 5, 1952, pp. 344-51. 

4Cf. Frank, Lawrence K. How To Be a Modern Leader. New York, Associa- 
tion Press, 1954. 
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practice on the part of those without clinical training, and 
emphasize that even in group therapy it may not be desirable 
or feasible to include certain individuals because they are 
unstable and liable to ‘‘blow up.’’ 

But this only re-emphasizes the importance of clarifying 
the aims and purposes and the nature of group work so as to 
delineate more clearly what can and should be undertaken to 
alert the group work staff to an early recognition of those 
deviant or aberrant personalities who should, if possible, be 
excluded from the group and referred for treatment. 

In passing, it may be noted that an increasing number of 
clinicians who have been exclusively concerned with individual 
diagnosis and treatment and have been indifferent to or skepti- 
cal of what can be done in groups are recognizing group 
therapy and group work in mental health programs. 

It may also be desirable here to clarify the meaning of 
group work as used in this discussion as distinguished from 
‘‘oroup dynamics.’’ In the now formally recognized group 
dynamics, the emphasis is upon the full and active participa- 
tion of each member of the group in arriving at a consensus 
or group decision. This has been shown to be a highly effec- 
tive procedure for action groups and for helping individuals 
to develop their often latent capacities for sharing in the 
leadership process and in learning to formulate their own 
opinions and, more importantly, to listen to others. However, 
not all group work is oriented to group decision. Despite 
the encouragement of every individual’s participation in ar- 
riving at consensus, the aim is to focus and direct members of 
the group into a more or less ‘‘final common pathway.’’ 

Group work may, more appropriately, be directed, not to 
group decision and utilizing the processes of group dynamics 
for consensus, but rather to the reeducation, the maturation, 
and the development of individuals as individuals, utilizing 
the dynamics of the group for this purpose, guided so far as 
possible by clinical insights, understandings, and the positive 
suggestions based upon, good clinical judgment. In these pro- 
cedures, the uniqueness of the individual, his image of himself 
as a person, and his own idiosyncratic ideas and feelings are 
not only recognized and permitted expression, but are encour- 
aged and strengthened, on the assumption that for living with 
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himself and others, the individual’s potentialities should be 
recognized and developed and not subordinated to a group 
decision or consensus. To guard against any misunderstand- 
ing of this, it should be reiterated that for many purposes, the 
processes of group dynamics are essential but cannot be util- 
ized as the exclusive method in group work without running 
the risk of making group work and adult education primarily 
action programs and fostering the increasingly strong pres- 
sures on individuals to fit into normative patterns which 
rob them of the opportunity of being unique individuals. If 
this distinction is valid and can be accepted, at least as a 
basis for further discussion and refinement, it is likely that 
communication and collaboration between clinic and group 
work staff may be facilitated because the group process in 
these terms becomes another method, like the clinical approach, 
for recognizing and helping individuals as individuals. 
Again to guard against misunderstanding, this emphasis 
upon group work as a process of fostering the individuality 
of the members is not a plea for what is called individualism. 
Instead of provoking the person to assert himself in various 
ways that are usually disruptive and antagonistic to the 
group or social order, the purpose here being discussed is to 
help him to discover himself, to recognize and accept himself, 
and to believe in himself as he experiences such recognition 
and acceptance from the group members. Moreover, in the 
warm, accepting climate of the group he discovers himself 
saying what he did not realize he knew. He becomes, there- 
fore, more of an individual, not a competitor in striving to 
outdo others in the most popular, common, depersonalized 
patterns. A person feels himself a member of the ‘‘lonely 
crowd’’ when he finds contiguity in place of intimacy, when 
he must conceal or deny his own unique self in order to be 
accepted, to belong, as we see so often in teen-age groups. 
Here we may emphasize that our theories and social work 
educational program have largely been in terms of the relation 
of the individual to society or his group. We have little or 
no concept of the relation of society to the individual beyond 
the Rousseau idea of a social contract or Hobbes’ notion of 
mutual self-restraint to avoid annihilation of all. We urgently 
need a concept that recognizes both the relation of the indi- 
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vidual to his society and of society to the individual, which 
in the writer’s estimation calls for a circular dynamic trans- 
actional approach. 

The great opportunity of group work is to provide occa- 
sions where the depersonalization of the crowd is replaced by 
membership in a group which the individual helps to create 
and maintain and in turn is responsive to, as we see in team 
play or in an orchestra. This means that all members of the 
group recognize that each one is a unique individual, to be 
accepted and responded to as such, so that each one thereby 
finds and gives recognition in a reciprocal, dynamic transac- 
tional process. This, of course, occurs only insofar as the 
leader evokes the individuality of each member of the group, 
who responds in ways that help establish the group and 
generate the dynamics of the group. Since these dynamics 
arise from his and the others’ ways of relating themselves to 
each other and to the leader, we see how the individual mem- 
bers exhibit in the group what they rarely or ever can do 
alone or in an unorganized crowd. This, of course, involves 
expression of feelings which can be productive and generous, 
as shown in the group conversations which Dr. Rachel DuBois 
has developed for groups of strangers from different cultural 
backgrounds. Recalling the happy days of their childhood, 
they create a group climate in which each one contributes a 
euphoric reminiscence, unique but equivalent to those of 
others. 

While this all may seem highly abstract and theoretical, it 
has very specific and immediate applications for the operation 
of a mental hygiene clinic in a group work agency. By making 
explicit some of the often unrecognized differences in assump- 
tions and expectations, it may be possible to establish more 
effective means for the two staffs to work together in formulat- 
ing their joint programs and to define more clearly what 
each can and should expect of each other, including in those 
expectations a readiness to learn from each other, particularly 
the difficult art of communicating in language which is mean- 
ingful to each other. This means that the group work staff 
needs orientation in what the clinic tries to do, and what are 
some of its basic theoretical assumptions and professional 
expectations, all of which can be provided if there is a genuine 
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willingness to recognize that the non-clinical individual does 
not need to traverse the whole range of professional educa- 
tion and clinical experience in order to gain some understand- 
ing of the way the clinic operates, how the clinician thinks, 
and what criteria he uses for evaluating individual personali- 
ties. Conversely, it may be said that the clinic staff, which 
frequently relies upon its superior position in the professional 
hierarchy and may therefore be less inclined to show the 
necessary humility in approaching another profession and 
trying to understand its knowledge, skills, and experience, 
needs more acquaintance with the group work agencies, what 
they are trying to do, and how they operate. 

This puts a burden upon the clinic which may not be 
altogether welcome, but which it cannot ignore or evade. In 
many other cases, clinical staffs going into schools and col- 
leges, industries, public administrative offices, and the like, 
are finding that they must undertake to understand what 
these organizations are doing, what are the problems and 
difficulties inherent in those organizations and their operation 
before the clinicians can become effective and make their 
services productive. 

This process of mutual understanding is going on all over 
the country, and it is noteworthy that within recent years 
clinics are increasingly approaching group work agencies, 
either soliciting their help in meeting the community mental 
health needs or, in some cases, asking group work agencies 
to undertake the post-treatment rehabilitation of individual 
patients. 

It may not be inappropriate to suggest that the mental 
hygiene clinic may function in a group work agency not only 
as we have been discussing, but also as a friendly and helpful 
critic-adviser of the group work agency and its staff. It is 
becoming clear that sometimes an excellent group work pro- 
gram is failing to attain its purpose and indeed may have to 
be terminated because one or more members of the group 
work staff are either incapable as personalities of assuming 
the roles of group work leaders, as those roles are now being 
delineated in more dynamic terms. Some of them are defi- 
nitely unhappy, disturbed personalities who are using the 
eroups to work out their own personality problems and needs 
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or as targets for expression of some of their chronic affective 
patterns. The mental hygiene clinic which is in close col- 
laborative relations with a group work agency can be very 
helpful in discovering these personalities, especially those 
who may not be too clearly recognized by the non-clinical staff 
as potentially undesirable, if not hazardous, to the agency. 

But here it should be remembered that our present-day 
understanding of vocational psychology is still rather limited 
and it may be possible that an individual who clinically might 
be highly questionable nevertheless in his functioning as a 
group work leader can and does operate effectively. Indeed, 
some of these somewhat unstable and aberrant personalities, 
as we are recognizing, may be very creative persons and 
because of their own life experiences may be quite sensitive to 
the needs and strivings of members of their group. The 
clinical staff in dealing with such an individual should be 
aware of these possibilities and hesitate before fastening any 
clinical diagnosis upon a person, however valid such diagnosis 
may be, without considering very carefully how well that 
individual is able within the group work process to perform 
adequately and productively. 

Another service which may be rendered by the clinical 
agency is to help to understand the psychological and cultural 
equivalents that are exhibited by the clients of a group work 
agency who come from different ethnic, cultural, and religious 
backgrounds. Our judgment and our treatment of individuals 
is likely to be governed to a large extent by normative expec- 
tations of what any sane, normal, socially acceptable person 
should and should not do. Insofar as these norms, which we 
all cherish, are ‘‘culture-bound’’ and expressive of our own 
individual backgrounds and traditions, we may not be aware 
of how other patterns are essential equivalents because they 
seem so different, indeed bizarre, according to our norms.° 
Thus, in many of our big cities we find children, adolescents, 
and families exhibiting various patterns of conduct and rela- 
tionships which may be considered abnormal or expressive 
of criminal intent. But often these patterns are revealed to 
be a normal and usual practice long accepted and sanctioned 


5 Martin, Alexander Reid. ‘‘A Study of Parental Attitudes and Their In- 
fluence upon Personality Development.’’ Education, June, 1943. 
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in another cultural setting. Some very grave mistakes and 
profoundly unjust condemnations of individuals have been 
made by failure to recognize these diverse cultural traditions 
and the meaning and significance of these equivalent practices. 
This is important from the point of view of the group work 
process because a recognition of these equivalent practices 
and of the aspirations that are being expressed in and through 
them may be of immense significance for group work in its 
endeavor to evoke and build upon the strength of individuals. 

Moreover, in group work, the development of a group as 
contrasted with a mere collection of isolated individuals often 
must wait upon the recognition and acceptance by these indi- 
viduals of each other’s diverse and sometimes conflicting 
patterns in action, emotional reactions, and similar manifesta- 
tions of cultural patterns as idiosyncratic expressions of the 
individuals’ traditions and family backgrounds. Just as the 
leader of the group must be able to accept differences, so each 
member of the group likewise must accept differences if they 
are to develop into an organized group in which the dynamics 
of the group can operate. In revealing these cultural equiva- 
lents and helping the group work staff to understand them, 
the mental hygiene clinic will need the assistance of anthro- 
pologists, sociologists, and social psychologists who can pro- 
vide the information about these diverse patterns and help to 
interpret their meaning and significance in the larger cultural 
context wherein they have traditionally functioned. More- 
over, these multidisciplinary teams are needed to discover 
what equivalents should be provided by the group work agency 
as a basis for individuals of different traditions to learn to 
think and work and play together. Here the experience of 
the 1920’s in attempting to foster a rapid Americanization 
of recently arrived immigrants should be remembered because 
we now see that robbing people of their traditions and provid- 
ing no adequate equivalents of the things people live by and 
for can bring a profound demoralization not only to that 
generation but to their children and grandchildren, as we are 
now realizing. 

If we think of the mental hygiene clinic as based upon our 
enduring goal values—a belief in the worth of the individual 
personality and a profound conviction of human dignity— 
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aad if we see the group work agency as having a similar set 
of aspirations, it should not be too difficult for the two pro- 
fessional groups to develop mutually agreeable and productive 
modes of communication and collaboration. But, as in all 
other situations of this kind, there must be a genuine respect 
for each other’s professional competence and sincerity which 
does not have to be stated or defended, but may be taken for 
granted as the very basis of their relationship. In so far as 
the two kinds of professional workers can also accept as the 
criteria for planning their work together the primary impor- 
tance of respecting and conserving the individual, and, so far 
as possible, enhancing his sense of his own worth and dignity 
as a person, then the two kinds of professional skills will reen- 
force each other and prove increasingly productive in their 
collaboration. 





ATTITUDES OF RELATIVES OF LONG- 
HOSPITALIZED MENTAL PATIENTS 
REGARDING CONVALESCENT 
LEAVE 


LOIS PETTIT 
Senior Caseworker, Spring Grove State Hospital, Baltimore, Md. 


HE change in philosophy from that of permanent custo- 

dial-type hospitalization for many mental patients to 
that of helping them pick up the threads of life back in the 
community is a chapter now being written at Spring Grove 
State Hospital in Baltimore. Only recently has it been ac- 
cepted that persons should not remain in an institution unless 
it is impossible for them to live elsewhere, and through the 
years many patients have continued to live at Spring Grove 
State Hospital long after they could have taken up residence 
on the outside. Social workers have turned to this problem 
with the same zeal which characterized their work with 
chronically institutionalized persons caught in the rut of living 
for years either in antiquated county almshouses or outmoded 
institutions for the young, aged, or infirm. 

Many long-hospitalized patients have been permitted to live 
out their lives quietly within the confines of the hospital in 
much the same way as other people live in the community. 
They work regularly each day, returning to their home build- 
ing at night to eat, watch television, and go to bed as do 
thousands of people in the general population. They often 
have not mingled with the acutely ill mental patients for years 
but instead may live in a separate building on the edge of the 
hospital grounds in a manner similar to life in a working men’s 
hotel. Others who are very elderly or physica!ly handicapped 
may live a sedentary existence in a building having the appear- 
ance of an old people’s home. 

The question may well! be asked, ‘‘If these patients could 
manage to live in the community, why have they remained in 
the hospital?’’ There are probably many factors which were 
pertinent. Perhaps until recently the rate of admissions to 
the hospital did not cause a problem of finding bed space for 
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the newly admitted severely ill patients. Or the increased 
interest in the treatment of mental illness following World 
War II brought new personnel with a fresh outlook. Again, 
the use of new drugs may have caused an acceleration of the 
present era of psychiatry in which the patient leaving the 
hospital is viewed not as cured but rather as having received 
maximum benefits from the facilities the hospital can offer 
him. Naturally the patient must also be judged not harmful 
to himself or others. 

Certainly there were many patients not cured of their 
mental illness who left Spring Grove through the years and 
did not remain there as did the group with which this article 
deals. Many of those who left were simply removed from the 
hospital by their family or friends who took them back into 
a life in the community, protected or otherwise. Then what 
was the situation of the patients who remained in the hospital 
all these long years—some longer than half a century? 

The group of patients hospitalized for approximately ten 
years or more, who were helped by the social service depart- 
ment of the Spring Grove State Hospital, furnish a variety 
of situations insofar as their relatives’ attitudes are con- 
cerned. Some have relatives who were constantly supporting 
and encouraging them to leave the hospital, such as a brother 
of a patient who wrote: 

I visited my brother, a patient at the hospital, on Sunday. During our 
conversation, he expressed a desire to be placed out on employment in 
some capacity for which he is qualified. If this could be arranged I 
would appreciate it very much. He informs me that some of the men 
are sent out on occasions and he would welcome an opportunity. 

Since my domestic relations are not entirely satisfactory I do not believe 
it would be to the best interests of my brother to live with me at this 
time. Therefore, I would appreciate your efforts to have your social 
service department work with him toward finding a job and a place 
to live. 

I would very deeply appreciate your interest and efforts in this matter. 


To other relatives the thought of such a drastic change as 
the possibility of extended convalescent leave after so many 
years of hospitalization comes as a great shock. Often the 
relative, visualizing the patient’s adjustment as no better than 
when first admitted to the hospital, feels confronted with the 
tremendous problem of assuming responsibility for the custody 
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of a seriously disturbed person. The old fears and memories 
rush to the fore: the relative is certain that the hospital, 
suddenly weary of its burden, is wishing to thrust the patient 
unceremoniously upon him for care and support. 

It is readily understandable that many relatives, having re- 
built their lives in the community without the presence of the 
patient, face a major readjustment in renewing fully the family 
tie. Even though a relative may have realized that some time 
the patient would recover sufficiently from his illness to at- 
tempt to live outside again, it may be difficult to receive him. 
The wife of one patient had not seen him for several years 
although she had maintained some relationship with him by 
sending greeting cards and gifts from another state where 
she had gone nearly fifteen years earlier to reside with her 
relatives. When she was notified of the patient’s pending 
release from the hospital, she responded: 

I received your letter and it was a surprise to me because I have not 
heard from anyone how Mr. A. has been. I am pleased that he is better, 
but I do not know how he would be accepted in our old neighborhood, 
and to our son who soon will be in military service. As Mr. A. does not 


say how he feels, I do not know how the situation will be solved, but 
I would like to hear from you about any further plans. 


Mr. A., the patient, feeling keenly his lack of ability to 
support his wife financially, was not able to write her until 
he was more certain of a warm reception from her. Therefore 
the social worker replied with an inquiry of whether Mrs. A. 
planned to visit the hospital or whether she preferred her 
husband to visit her. The wife then replied: 


This is not an easy thing for me to write, but I feel that I cannot under- 
take the responsibility of Mr. A.’s release from the hospital. I do not 
think it is the right thing to do right now on account of our son who 
does not know his father at all, and who is just now starting out in life. 


I have gone through difficulties such as I would not want him to come in 
contact with, at least not until he is much older. As I do not plan to 
visit the hospital I do not think it wise for Mr. A. to come here and 
thus raise his hopes too high. I have thought this over very carefully, 
and in view of circumstances all around, I believe I am doing the right 
thing. 


Sometimes after having relinquished responsibility for the 


custody of the patient to the hospital for such a long period of 
time, the relative comes to view the patient as a permanent 
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charge of the institution! Even though he may be legally 
responsible financially for the patient, he may not have as- 
sumed this responsibility except for occasional gifts. The 
relative then may become outraged at the hospital’s move to 
approach him about his future intentions and he gathers his 
forces against such an encroachment. An illustration of this 
attitude occurred on the part of three sons who had never 
known their father except as a person confined to a mental 
hospital. An excerpt from the caseworker’s initial interview 
with the sons gives a vivid picture of their reaction to their 
father’s impending departure from the hospital after nearly 
forty years: 


You could have cut the air with an icepick as I entered my office and 
met the glowering looks of the three sons and the wife of one of them! I 
sat at my desk and said that I hadn’t met any of them yet although I 
had talked to Mr. Thomas B. to arrange this meeting today. They gave 
me their names in a surly fashion when I looked around the room in- 
quiringly at each person in turn. I then asked for their addresses and 
telephone numbers because our hospital records did not contain these 
currently. They quickly gave me this information and then they all sat 
in stony silence looking at me. 


I said I could readily see that they were feeling very angry at the hos- 
pital about the fact that their father could leave and I would like to hear 
what they had to tell me about this. The one who turned out to be the 
sole spokesman for the three sons spoke in a furious tone about how they 
had been told that their father could absolutely never get well. He looked 
at me defiantly as if asking me to prove the opposite. I told him that I 
had no question about the fact that their father had been thought to be 
incurable; the doctors believe even now that he can never be very much 
different than he is today and would not benefit from any special treat- 
ment here. The son said angrily that the hospital never has given his 
father any treatment anyway. I agreed that was probably true, except 
for medical care through the years. I added that perhaps the sons had 
some information about their father’s behavior during his visits to their 
homes which led them to doubt whether he could manage to live outside? 
The son, still with great anger, said that for that matter his father never 
had been any trouble to anyone. Then what, I asked, was it they had to 
tell me? 


Suddenly the floodgates broke open as the son burst out bitterly that 
his father had worked so hard all of his life in the hospital’s industrial 
shop until his operation last year. The son’s wife added heatedly that 
1See Dayton, Neil A., M.D. and Clifton T. Perkins, M.D., ‘‘The Outcome of 
Mental Disorders,’’ an unpublished study of findings in Massachusetts, for data 
leading to their conclusion that the longer the period of residence in the hospital, 
the greater the chance that the family will not be able to help. 
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it seemed as if the hospital was glad to keep him as long as he could 
work but now that he can’t they want to throw him out... . 


In the above interview, several incontrovertible factors 
stand out which are common in a group of long-hospitalized 
patients: that the patient was judged to be incurable years 
ago; that he was a faithful worker in the hospital for an ex- 
tended period of time; and that the treatment he received by 
the physicians was predominantly general medical rather than 
psychiatric care. 

The relative who has not kept in close contact with the 
patient during his hospitalization furnishes another type of 
situation. Kaplan and Wolf state: ‘‘Too often the family loses 
interest and the patient is lost on one of the chronic wards. 
Also, it is usually true that, because of shortage of personnel 
and the usual human frailties, the patient who gets the most 
consistent attention from his family also gets the most con- 
sistent attention from the staff.’’ ? 

The sister of a patient who had not been in touch with him 
for some months, although she resided within easy traveling 
distance, presented a classical picture of a relative’s feelings: 

When I ealled you this morning, I didn’t go into any details as I am on 
a party line. But I hope I made myself clear to you that my brother is 
worried. He said he didn’t want to go into the outside world, that he is 


perfectly satisfied where he is. Now would he say a thing like that if he 
were well and able to meet responsibilities? 


My brother has never had responsibilities. He always had my mother 
and father to shield him and take care of him, and now he is leaning on 
me and I am only too glad to do for him and advise him. Because I love 


him, he is my only brother. 


See his trouble didn’t start just a few years ago. He has been the same 
all his life. People walk all over him, he never has been able to take up 
for himself. Even as a child he would let other boys beat him up and 
come home erying. My mother sent him to a special training school for 
boys, he couldn’t learn in classes with other children, So you see why he 
is better off there, not having any home to go to. Both our parents are 
dead. 

I am afraid and he is too that he will be mistreated somewhere else. And 


as long as he feels this way, I will never consent to him leaving there 
unless I would be able to take him myself. Because I understand him. 


2 Kaplan, Arthur and Lois Wolf. ‘‘The Role of the Family in Relation to the 
Institutionalized Mental Patient.’’ MENTAL HYGIENE, Vol. 38, No. 4, October 


1954, pp. 637-8. 
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And now he is more contented than he ever has been in his life. He 
works in the flowers and raises a few vegetables and cleans his room and 
floors. But nobody pushes him. And I give him a little spending money 
and clothes. 


So please don’t worry him any more. I don’t want him dissatisfied. It 
is also a worry on me and my health is not good. There are plenty of 
other men out there who would be glad to be out. So please let him 
know you won’t worry him unless he is ready for it. I will appreciate 
your cooperation in this matter. 


The shame of mental iliness, the fearfulness, and the conflict 
between not being able to care for the patient herself and yet 
not letting herself permit someone else to do so who is perhaps 
less depersonalized than the hospital—all are vividly evident 
in the sister’s letter. 

The examples presented in this paper of the reactions of 
relatives of long-hospitalized mental patients indicate a need 
for an overall approach to the problem. There are serious 
emotional consequences for the relative when the lifetime plan 
of institutionalization of the patient is interrupted because 
the relative and the patient had each settled down to his 
respective role in the ‘‘institutionalitis’’* pattern ascribed 
to them in years past. Then too the very fact of long-term 
institutionalization heightens the importance to the patient 
of his relationship to his family. Kaplan and Wolf contend 
that ‘‘there is a peculiar situation of anonymity arising from 
the institutionalization of the mental patient. We are not 
negating the importance of interpersonal relationships within 
the hospital walls, but we are contending that the patient’s 
interpersonal relationships with his family are of special im- 
portance. The hospital, as such, is lifted from the main 
stream of life and, for the patient who will recover, it is only 
a transition between a past and a future in the community. 
Therefore, no matter how successful the interpersonal relation- 
ships of the patient within the hospital, it is his link with the 
outside world that must be strengthened. The family em- 
bodies the ‘normal’ world of interpersonal relationships for 
the patient to which we hope to help him return.’’* Litten 
states: ‘‘Certainly no one can doubt the value, if it is at all 

3For a thorough discussion of institutionalitis, see ‘‘Institutionalitis’’ by 


Lillian L. Cole. Mental Hospitals, Vol. 6, No. 2, February 1955, pp. 16-17. 
4Kaplan and Wolf, op. cit., p. 639. 
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possible, for each patient to renew his relations with the world 
at large by beginning with the unit of his own family.’’°® 

The changeover of mental hospital programs from custodial 
care to skilled psychiatric treatment has resulted in a by- 
product for the relative which cannot be met wholly through 
the individual approach. A halfway house,® operated by the 
hospital, would enable the relative to observe the patient move 
gradually into the community while still surrounded and pro- 
tected by a medical structure. Perhaps other solutions are 
also indicated. Mental health education for the general public 
has not provided educational measures to aid the relatives of 
long-hospitalized patients. The challenge is plain. 

5 Litten, Kathleen. ‘‘Evaluation of the Roie of Social Service in Psycho- 
surgery,’’ Proceedings of the 38rd Research Conference on Psychosurgery, New 
York, 1951. Public Health Service Publication No. 221, p. 23. 

6 Reik, Louis E., M.D. ‘‘The Halfway House.’’ MENTAL HYGIENE, Vol. 37, 
No. 4, October 1953, pp. 615-18. 
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LL psychologists place great emphasis upon the import- 

ance of the pre-school period in the development of the 
child because of the great variety of relationships and activi- 
ties which are introduced during these early years. The child 
learns the nature of reality and its emotional tone, the mean- 
ing of restriction, and a differential understanding of mother 
and father. Perhaps because these experiences represent 
many ‘‘firsts,’’? they seem to stay with the individual and in- 
fluence a lifetime of motivations and decisions. We have in 
these early days the beginnings of personality formation 
which will continue to change and adjust as the individual 
meets each new situation. An emotional framework is con- 
structed of these early experiences to house and categorize 
future ones. 

When a child enters school, his first experiences are still in 
a state of flux and adjustment. They have not yet been fully 
evaluated and integrated. Most certainly they have not been 
shaped well enough to form the firm structure of the person- 
ality as it is to emerge later. To meet the ever-expanding 
demands of school life, the child is encouraged, and at times 
pressured, into formulating a more clearly defined, consistent 
personality. For all children this experience represents a 
period of stress. 

The school represents for the child his first really formal 
extra-familial social organization. His family life, with its 
flexibility and variability, is the only formal social group he 
has previously known. The school has its laws, its leaders, its 
prestige structure, and its socially acceptable techniques of 
satisfying needs and reducing tensions. The child enters into 
this society with uncertainty sometimes bordering on panic. 

*This program was prepared under the sponsorship of School District 15, 


Lawrence, Long Island, N. Y. 
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He makes this adjustment with the help and support of his 
parents and teachers but basically he must solve and adjust 
to this new social plan alone. The social and behavioral 
demands of the situation force him to establish what he is and 
what he is not. He begins to play a role in his relationships 
with other children, with his teachers, and with his concept 
of work. His behavior patterns will be derived from his 
previous experiences, his present relationships, and his ex- 
pectations as to what his future role will be. This crystal- 
lization of the fairly diffuse needs of the child into the 
more condensed ones that the school requires results in the 
development of an enduring personality structure. Because 
the school introduces the child to the idea of working and play- 
ing in a formalized social setting more closely resembling 
future behavior than does pre-school activity, the school 
experience assumes a position second to none in the develop- 
ment of the happy and productive adult. 

To meet their responsibility fully, educators must integrate 
the concepts of good mental health with those of sound intel- 
lectual development. The newer concepts of positive mental 
health have not yet, however, been substantially integrated 
into the educational system. Perhaps because most of the 
productive concepts in the mental health area have been 
derived from the increased study and understanding of the 
abnormal individual, there has been reticence in utilizing these 
findings in a classroom of normal children. Furthermore, 
much of our mental health knowledge has never been clearly 
stated in positive terms. Rather, emphasis is placed on what 
might result if the wrong technique were used. If parents 
and teachers are told only what not to do and little is really 
understood about what should be done, confusion usually 
occurs in the practice of the principle. It is far safer to ignore 
negatively presented ideas and even deny their usefulness 
than to get involved in something which is only partially 
understood. 

The educator’s principal difficulty in understanding psycho- 
logical concepts results from the inadequacy of the translation 
of ideas as they are derived from the psychological clinic and 
adapted to the classroom method. What may be intelligible 
and useful to a clinician often appears vague and abstract 
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when it is directly applied in the classroom. Many of these 
psychological concepts may have been well-known and utilized 
in fields allied to education and even in the theory of education, 
yet excluded from the public school teaching method. There- 
fore, it is a prime function of the school psychologist to inte- 
grate this large body of psychological knowledge with the 
activities and techniques of the educational system. And this 
ability to adapt, interpret, and translate concepts requires a 
person as broad in training, experience; and interest as is his 
task. 

In the past, the school psychologist was trained as a special- 
ist in testing. His work centered about the placement and 
evaluation of children in school. As the horizons of psy- 
chology broadened, especially in the field of interpersonal 
relations, it seemed apparent that the role of the school psy- 
chologist would broaden also. The school psychologist of 
today brings with him not only the skills of psychometries but, 
in addition, an understanding of and an ability to apply 
broader concepts: the effect of attitudes on learning, a more 
thorough understanding of motivation, the factors affecting 
interpersonal tensions. 

Traditionally, education has meant the acquisition of knowl- 
edge, but experience has altered this view to include the wider 
objective of happiness and productivity in which intellectuality 
is only a part. With the help of the school psychologist, 
specific educational techniques assume the broader objective 
of integrating intellectual and emotional development. In 
this way, the school sets an example of positive mental health 
practices for the community to follow, and plays a more 
dominant role in the ever-important program of the preven- 
tion of mental illness. 

Society has become alarmed at the extent of wide emotional 
disorders as indicated by Selective Service figures, increasing 
commitments to state hospitals, results of the White House 
Conference on Children and Youth, and sweeping juvenile 
delinquency. At the present time, mental health associations 
throughout the country are distributing much valuable educa- 
tional material in the form of books, pamphlets, and motion 
pictures to parent-teacher organizations and citizens’ groups. 
This attempt to change people’s attitudes through purely 
intellectual material often has little effect because it fails to 
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influence or change the deeper emotional attitudes that are 
the roots of our behavior. The school, however, in its close 
relationships with parents and community has the potential, 
through actual contacts, to reach people on an emotional level 
and thereby greatly influence the present concepts of mental 
health. 

The school psychologist must work with every member of 
the school staff to help promote these concepts. Each person 
—-administrator, teacher, and school board member—has a spe- 
cial contribution to make and each has responsibility to the 
team. 

Functions oF THE ScHooL PsycHOLOGIST 
The school psychologist bas three principal areas of respon- 
sibility : 
I. Prevention. 
II. Testing and Counseling. 
III. Psychometric Group Testing. 


I. Prevention 


The prevention of emotional disturbance in the child is 


unquestionably the most important function of the school psy- 
chologist to consider because it offers the greatest hope for 
the future. Few school psychology programs can keep up 
with the demands made upon them. Each year, though the 
school psychologist’s staff may be able to accomplish more 
as a result of adding personnel and better systematizing func- 
tions, there continually arise new problems to which a con- 
tribution may be made. A program of prevention is the only 
kind which will lead to a leveling off of this ever-increasing 
demand for psychological assistance. 

A. Prevention begins with the school staff’s awareness of 
psychological concepts in its approach to classroom problems. 
One way to accomplish this is to work with teachers in groups 
and individually. The psychologist conducts study groups in 
which general problems of child development and the specific 
application of this material to the classroom is discussed. 
The study group can be organized as part of an in-service 
training program. It is to be hoped that these courses would 
continue over the years so that all the teachers of the district 
might participate and benefit from this training. 
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B. Individual conferences between the psychologist and 
teachers aid the teachers in establishing a method of working 
with children who have particular educational needs. In this 
way, the teacher develops effective procedures for recording 
and studying case histories. She learns what aspects of the 
situation to emphasize in her work with the child. 

C. The psychologist should develop lines of communication 
between guidance directors, school nurses, physicians, and 
remedial reading and speech teachers. Standardized tech- 
niques of communication and referral are established so as 
to facilitate control over the multiple activities of the team 
and avoid duplication of effort. 

D. The preventive work of the psychologist includes activity 
in curriculum development through his attendance at meetings 
of curriculum planning committees. He is able to contribute 
concepts of developmental readiness with an emphasis upon 
the emotional effect of specific activities and courses. Because 
of his awareness of the emotional impact of various kinds of 
learning experience on individual pupils, he is equipped to 
make suggestions in this area. For example, one student 
may require considerable direction while another might profit 
from a less structured situation. The psychologist perhaps 
might aid in the development of a course or sequence emphasiz- 
ing emotional rather than intellectual development. Through- 
out the country, at all levels of education, attempts are being 
made to help the student make the best emotional adjustment 
possible through the teaching of special courses with titles 
such as ‘‘Understanding Yourself,’’ ‘‘Mental Hygiene,’’ etc. 

E. Another of the psychologist’s responsibilities is to 
encourage and improve where necessary the relationships 
between the school and the parents through speeches, courses, 
and individual meetings. He should not limit himself to work 
with parents of problem children but should attempt to reach 
the average parent and perhaps in this way prevent a problem 
before its inception. Fathers should be involved through 
group meetings which might help them to understand their 
role in their child’s development. 

IF’. The psychologist should assist the school administrator 
when interpersonal problems arise among teachers, adminis- 
trative staff, students, or parents. He should assist in devel- 
oping high morale. 
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II, Testing and Counseling 


A. In carrying on his function of testing and counseling, 
the psychologist works with children whose needs seem to 
require special attention. This extends from the children 
who because of unusual ability or capacity require individual 
guidance to ascertain their exact intellectual level (with its 
vocational implications) to the evaluation and placement of 
retarded students. Curriculum changes might be suggested 
in the case of the exceptional child so as to prevent personality 
problems. It is the role of the school psychologist not only 
to work with and help those children who appear to be below 
standard but also to point out the abilities of the exceptional 
child so that he might be better understood and helped to 
realize his fullest potential. 

B. As a result of general psychometric testing in the early 
grades, those children who appear to be of significantly low 
intelligence could be retested with individual intelligence tests 
to verify the intellectual level and rule out, wherever it is 
possible, personality and other motivational factors which 
might produce a low score. Those children who are mentally 
defective should be given a special kind of educational experi- 
ence appropriate to their intellectual level. The school psy- 
chologist must have liaison relationships with the various 
resources of the community so as to be able to refer such 
cases for special help. 

C. Children who are referred by the classroom teacher and 
other school officials should be fully evaluated by the school 
psychologist working in conjunction with the various members 
of the school staff and other school officials. If the results of 
their consultation seem to indicate the need for psychotherapy, 
remedial reading, ete., referral should be made to the proper 
sources. The parents should be brought into the situation 
very early so that their fullest cooperation may be gained. 
The school psychologist should make all school personnel 
aware of the problem and of the most constructive techniques 
for handling it. 

D. With those children for whom referral is impossible for 
financial reasons or for lack of local facilities, the school psy- 
chologist should begin short-term individual and group coun- 
seling. This has the function not only of giving service but 
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also of breaking down some of the emotional reactions which 
often arise from the prospect of seeking help outside the 
school. It is to be hoped that over a period of years teachers 
working in the remedial areas might profit greatly from par- 
ticipation in this counseling activity. Remedial specialists 
might act as observers in work with children and, after a 
period of time, attempt to apply some of these procedures in 
their own field. Consultative relationships with qualified per- 
sonnel should be developed by the school psychologist so as 
to insure the deveiopment of the most productive therapeutic 
plan and application. 

EK. Time should be made available so that parents might 
visit the school psychologist and talk over the problems they 
are having with their children. These problems might relate 
directly or even indirectly to school matters. When it appears 
necessary, the parent should be referred to the proper source 
for more intensive help. 


III. Psychometric Group Testing 


The school psychologist should develop a program of 
psychometric testing that grows out of the needs of the school 
community. A routinized program should be developed under 
the direction of the school psychologist which would meet the 
needs of the various departments of the school and the dis- 
trict. Wherever possible and advisable, the psychologist 
should utilize the services of the clerical staff to assist in the 
psychometric testing program, so that his time may be effec- 
tively used in other areas. In those psychometric tests in 
which the psychologist must be actively engaged, it would 
seem best to place the burden of this testing at the beginning 
and end of the school year when specific individual problems 
would not be so pressing. The testing procedure should 
involve a continuing series of achievement tests and appro- 
priately spaced tests of mental maturity. Other specific test- 
ing—for vocational advisement, college entrance examinations, 
ete.—should be brought into the procedure wherever needed. 


Speciric ProcraMm 


The specific program outlined below is now in operation 
and is based upon the philosophy of school psychology 
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described earlier in the paper and upon the reality of begin- 
ning such a program with a single psychologist. Any one of 
the tasks of the school psychologist would be enough to occupy 
all the time of the worker. A balance must therefore be 
maintained which would probably not be sufficient in any one 
area but which would represent a firm program on which to 
build for the future. It cannot, at this stage of development, 
be an unchanging schedule of work, for this would not only 
be impractical but also sterile. Rather, this must be thought 
of as a descriptive technique of bringing the various contribu- 
tions of a school psychologist into focus so that the school 
and the community can evaluate this contribution. 

The basic problem that any new psychology program must 
avoid is to overwhelm the psychologist with a testing program 
so large that the full value of the psychologist would never 
be realized. Certainly one of the most important areas of 
information in a school system is knowledge of the individual 
differences of the students. Testing will supply this informa- 
tion clearly and numerically. Also, there still exists the old 
tradition where the school psychologist is thought of as a 
psychometrician only. Therefore, there inevitably will be 
great pressure on the psychologist to do more and more test- 
ing. This activity must be one aspect of the program but the 
balance of all the duties of a school psychologist must be 
maintained or such a regime will be doomed to complete 
failure, since psychometrics alone can never accomplish the 
most important and satisfying goals of school psychology. 

The school psychologist spends approximately 50 to 53 
hours a week in his professional life. This includes his work 
at the school as well as his continuing growth in the psycho- 
logical area, his attendance at professional meetings, his com- 
munity contributions other than his work at the school, and 
the time to read psychological and educational journals. Of 
this 53-hour total, the psychologist spends approximately 40 
hours a week in his work at the school. The following is a 
schedule of how he best utilizes his time: 

On Monday, Wednesday, and Friday, the schedule is virtu- 
ally the same in three different schools. Thus, the psychol- 
ogist spends one full day in a school every two weeks if the 
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district has six schools. He might make more frequent visits 
depending upon the needs of the school and the rest of the 
schedule, but at least one day every two weeks would be given 
to each school. On these three days, the psychologist goes 
directly to the school and meets with the school nurse or 
principal until about 9:30 to discuss specific problems or 
make plans for the day. From 9:30 to 12:00 the psychologist 
does individual testing with a child referred by the school. 
Appointments for the next visit would then be made. The 
next hour the psychologist does individual or group counsel- 
ing. From 2:00 until 3:00 the psychologist leads parent 
group discussions in child psychology organized by the P.T.A. 
From 3:00 until 4:00 the psychologist does in-service training 
for teachers through a study of child development as applied 
to specific classroom problems. From 4:00 to 5:30 appoint- 
ments would be made with individual parents and teachers to 
discuss specific children. 

Tuesday and Thursday mornings is spent by the psychol- 
ogist at his office scoring tests and dictating reports and cor- 
respondence. From 1:00 until 3:00 he is busy with psycho- 
metric testing or other special assignments in any of the 
schools where it would seem most necessary at that time. 
From 3:00 to 5:30 he participates in cther community activi- 
ties to allow him to develop in new areas and to become 
acquainted with people in the community and thus aid him in 
attaining a broad point of view. This period might be dedi- 
cated to further training or teaching in a graduate school 
of education. The school psychologist regularly plans to 
spend one evening a week at a P.T.A. meeting of his district. 
This attendance is as much a part of his job as is the psy- 
chological testing he does during the day. His vacations cor- 
respond with those of the school. He is, as with other mem- 
bers of the school staff, expected in the summers to continue 
his training and experience and, if possible, to contribute to 
psychological journals. 

It is to be emphasized that this description represents a 
sample plan which can be completely altered if needed. It 
is intended only to illustrate the balance of activities of the 
school psychologist. 





CRITERIA FOR DETERMINING 
PRIORITIES FOR SERVICES IN 
MENTAL HYGIENE PROGRAMS 


MENTAL HYGIENE DIRECTORS OF GEORGIA’S 
LOCAL HEALTH DEPARTMENTS 


HEN the National Mental Health Act, providing grants- 

in-aid funds, was passed by Congress, in Georgia the 
Department of Public Health was designated as the State 
Mental Health Authority. The Division of Mental Hygiene 
of the health department was given administrative responsi- 
bility for developing mental hygiene programs. 

As local mental hygiene programs have developed, it has 
become evident that there was a lack of understanding of their 
function among public health personnel generally and also 
among the mental hygiene personnel. It also became apparent 
that there was a lack of guides for planning and developing 
programs. Furthermore, the Division of Mental Hygiene 
lacked funds and personnel to fill all the needs or requests. 
It seemed wise, therefore, to establish a set of criteria for 
developing mental hygiene programs which would: 


1. Provide guides for program planning and development. 
2. Make clearer the function of mental hygiene programs. 
3. Make more efficient use of the available funds. 


The director of the Division of Mental Hygiene arranged 
for a series of meetings of the local mental hygiene directors 
who, on the basis of their accumulated experience at the local 
level, should be in a position to establish these necessary 
criteria. 

The state director had previously served on a national com- 
mittee of the Federal Security Agency to develop priorities 
in health services for children of school age. Following this, 
he worked with the state and regional health department 
nutrition staff to develop criteria to determine priorities in 
nutrition services. Although he shared with the mental 
hygiene directors of the local centers his experiences from 
both these pieces of work, the group found it very difficult to 
think in terms of general criteria applicable to many situations 
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rather than to a specific problem. It was only after several 
meetings and a great deal of threshing out of the actual 
purposes of the criteria that the group began to think in more 
basic terms. 

As the group worked together, it became evident that certain 
criteria which they suggested for the mental hygiene program 
were also applicable to all public health services. In view of 
the fact that these criteria were widely accepted and generally 
utilized throughout the public health programs, it was decided 
that this group of criteria would not be included for mental 
hygiene. Three of the most self-evident of these were: 


1. There must be need for the service. 
2. There must be skills to carry out the service. 
3. The services should affect a maximum number of people. 


Nevertheless, there were certain general criteria of this 
type which, although applicable to all public health services, 
were sufficiently important at the stage of the development 
of the mental hygiene program in Georgia for them to be 
included and used in measuring and contemplating new 
services. 


As the criteria began to take form, they fell into three large 
groups. Those applicable to: 


1. The content of the services. 
2. The relationships of the services. 
3. The setting in which the services would operate. 


Content, relationship, and setting are so closely interwoven 
that it is possible to place some of the criteria within more 
than one category. This, however, seemed to be a natural and 
useful division, and those criteria which were finally accepted 
will be presented within the framework of this scheme. 


CoNnTENT OF THE SERVICE 
When considering a proposed program of service, the con- 
tent of the service could be evaluated in terms of these yard- 
sticks: 

1. Potential for enhancement of personality, growth, and 
development. What potential does this service have for 
the enhancement of personality, growth, or development? 
How can it be developed or altered so that it does contain 
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this potential? This criterion is based upon the assump- 
tion that activities should be aimed at strengthening the 
health aspects of the individual and the community. 
For example, programs aimed at developing and 
strengthening leadership qualities in children and adults, 
or programs which encourage the individual to develop 
techniques of problem-solving in community groups 
would be considered as having met this criterion. 

. Potential for prevention of mental illness. What poten- 
tial does this service have for preventing mental illness? 
This criterion seems to overlap the one just stated, 
and at some future time they may coincide. However, 
at the present time, the emphasis seems somewhat differ- 
ent. In the first criterion, we are accepting the fact 
that we are not attempting to overcome negative factors, 
but are utilizing or strengthening positive ones. The 
prevention of mental illness involves overcoming nega- 
tive factors. An example of a service concerned with 
negative factors and aimed at the prevention of mental 
illness would be a maternal deprivation program. The 
evidence presented in the Bulletin of the World Health 
Organization in 1951 (No. 3, pp. 355-534) by John 
Bowlby indicates that maternal deprivation is one of the 
possible roots of mental illness. A program aimed at 
preventing such deprivation would meet this particular 
criterion of containing the potential for prevention of 
mental illness. 

. Potential for community self-appraisal. Is there the 
potential for the community to appraise itself in this 
program of services? This criterion is differentiated 
from the regular evaluation that is considered to be 
necessary for the proper administration of any program. 
Self-appraisal should not be considered an end in itself. 
It should lead to new actions for improving the com- 
munity. The service contemplated should be of the type 
which would cause the community to take an initial and 
periodic look at itself so that it may recognize the nature 
and extent of its mental health problems and be moti- 
vated to accept responsibility for bringing about change 
within these areas. 
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. RELATIONSHIPS OF THE SERVICES 


Under this heading we are concerned with the way in which 
the service being offered by the mental hygiene unit will relate 
to other individuals, agencies, and services within the com- 
munity. This group of criteria may overlap somewhat with 
the group listed under the heading ‘‘Setting of the Service,’’ 
but they deal specifically with relationships. 


4. Potential for reaction with and effect upon persons in 
authority. Persons in positions of authority are defined 
as those in the community whose influence is of such a 
nature that their opinions would be a factor in imple- 
menting the service. As this implies an interaction 
between the mental hygiene unit and those persons in 
the community, consideration should be given as to 
whether the mental hygiene service will: 

a. Help crystallize the course these people want to take. 
b. Fit in with their existing goals, activities, and in- 
terests. 
Be incorporated into the activities of these persons 
in a manner which would enhance and expand their 
goals and interests. 


This does not mean a passive acceptance of the attitudes of 
persons in positions of authority. It does recognize that goals, 
activities, and interests of mental hygiene personnel and per- 
sons in authority may not be the same, so that consideration 
will have to be given to differences as well as likenesses and 
to the way in which these would affect each other. 


5. Potential for facilitating communication and preventing 
isolation among and between communities, administra- 
tive units, and individuals. This criterion states that 
the service should have the potential for using estab- 
lished channels of communication, opening new ones, and 
endeavoring to reopen closed ones. 


This does not mean that the program will function as a 
community organization service, but rather, just as it uses its 
knowledge of interpersonal communication in dealing with 
individuals, it should also contribute this knowledge to broader 
aspects of communication and understanding. 
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6. Potential for helping raise the general level of the mental 

health services in the community. Other agencies and 
individuals in any community will be performing mental 
health services. A service similar to one already in 
existence should not be considered for inclusion in a pro- 
gram. One that might augment those already in exist- 
ence, however, might be considered. For example, if 
there is a community psychiatric clinic serving the 
juvenile court for cases requiring therapy, the same 
service would not be offered. However, the services of a 
consultant might be offered to both the court and the 
clinic to help the court select the cases for which the 
psychiatric service is most urgently needed. In this way, 
therapeutic talent could be used more efficiently and the 
court personnel would learn how best to utilize the serv- 
ice. Another example of a service which would raise 
the general level of mental health services in a community 
would be to offer a home-visiting and family casework 
service for a community clinic. 
Potential for mutual strengthening between programs. 
This criterion differs from the one above in that it refers 
to programs other than those which are primarily mental 
hygiene in focus. It applies to both inter- and intra- 
administrative relationships. It implies (1) that the 
services will be set up and administered so that other 
administrative units will perceive it as supplementing 
or adding to their services and (2) that the existing 
community programs will enhance the value of the pro- 
posed mental hygiene service. 


In a given community, although other administrative units 
may have their function defined by law so that mental hygiene 
is not included, inherent in the operation of such units may 
be activities which are mental hygiene in nature. Such units 
as juvenile courts, orphanages, county homes would be ex- 
ampies of this. The same is true of welfare departments, 
rehabilitation programs, crippled children programs, and so 
forth. In each of these cases, the mental hygiene unit shouid 
consider how its service will relate to and help such adminis- 
trative units, as well as receive added strength from them. 
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SETTING OF THE SERVICE 


The last three criteria pertain to various aspectis of the 
community situation within which the service must operate. 


8. Readiness or contribution to rcadiness for the service on 
the part of the community or administrative unit in- 
volved. Is the community or administrative unit ready 
for this service? Will the service contribute to such 
readiness? Readiness can be determined by: 

1. Attitude of professional personnel in the community 
toward the service. 

2. An expression of conviction by groups and individuals 
that a mental hygiene service is what the community 
wants. 

3. A community study of its needs and resources. 


In some instances, overt indications of readiness may not 
be apparent, but there will be a seeking for an undefined serv- 
ice, which when analyzed will be found to be an unrecognized 
readiness for a service in the mental hygiene field. In such a 
case, the initiation of the mental hygiene service might help 


to focus or crystallize the community’s readiness. 

9. Active public interest and/or contribution to such 
interest. Certain activities have special appeal to the 
public at different times. For example, juvenile delin- 
quency is a subject of nationwide interest at the time 
these criteria are being developed, so that any service 
which would relate to the prevention or alleviation of 
juvenile delinquency or which would contribute to the 
public interest in alleviation or prevention of juvenile 
delinquency would be given a higher priority than one 
related to some need of the community which does not, 
at the present time, have this kind of interest. This 
would seem to be a criterion that would be of particular 
importance in determining which of several services to 
initiate. 

. Socio-economic capacity of the administrative unit or 
community to support the service. Factors to be con- 
sidered here would be the attitude of the community 
toward social programs, the financial capacity of the 
community, and a general evaluation of the trends of 
the social and economic development of the community. 
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A Ratinc ScHEME 


In addition to developing the criteria, the program directors 
decided that it might be useful to rate these criteria in the 
order of their importance and to develop a scoring scheme 
which could be applied to any service which is under considera- 
tion. Although such a scoring technique is unreliable, it 
may prove to be useful as one objective means by which 
directors of mental health programs could determine the kinds 
of services which should be given major importance. A rough 
scale of three steps was applied to the criteria. Those that 
seemed of primary importance were given a rating of 3. 
Those next in importance were given a rating of 2, and a 
criterion of least importance was given a rating of 1. 

It is possible to examine several services being considered 
in light of the number of criteria applicable. Having accom- 
plished this, the system of weights could then be applied to 
determine roughly the relative significance of the services. 

It was concluded, however, that at this time the weight 
scheme should not be considered too seriously. <A total evalu- 


ation of the specific community might indicate that criteria 
given greatest weight by the group are of less importance than 
most highly weighted criteria, or might even have no impor- 
tance at all. The table shows the weights which were de- 
termined by group consensus. 


Criterion Weight 


Readiness for the service on the part of the community or adminis- 
trative unit involved or contribution to such readiness 


Potential for reaction with, or effect upon, persons in positions of 
authority 

Facilitation of communication and prevention of isolation among and 
between communities, administrative units and individuals 

Enhancement of personality growth and development 

Active public interest and/or contribution to such interest 

Potential for helping to raise the general level of the mental health 
services in the community 

Potential for the prevention of mental illness 

Potential for community self-appraisal 

Socio-economic capacity of the administrative unit or community to 
support the service 

Potential for mutual strengthening of programs 
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Over a period of four or five years, the criteria will probably 
undergo many changes. If the weighing system proves useful, 
efforts will be made toward refinement and toward establish- 
ing some measurement of reliability and validity. Our present 
attitude toward our own criteria is one of cautious acceptance. 
They have been applied in several instances and found useful. 
If they can serve the purpose for which they were originally 
designed, they will be well worth the very considerable time 
and labor involved in their development. 


SuMMARY 


The directors of the mental hygiene services of local health 
departments of Georgia met together at intervals over a period 
of more than a year to develop a set of criteria to be used: 


1. As guides for program planning and development. 
. To make clearer the functions of mental hygiene 
programs. 
3. To make more efficient use of available funds. 


In addition to establishing the criteria a tentative weighing 


system was applied. An attempt is now being made to estab- 
lish the validity of the criteria through application in local 
mental hygiene programs. 
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N spite of its designation and unique stature in the field of 

the acute communicable diseases, epidemiology has con- 
tributed significantly to the understanding of a limited number 
of non-communicable disorders as well.':* Here, as in its 
more orthodox setting, the discipline has verified and ex- 
panded concepts based upon analysis of the individual case. 

As a result, current definitions of epidemiology vary re- 
markably in scope. All, however, stipulate as its general 
approach the study of the distribution of a disease in a 
population,’® whereby a search is made for associated variables 
of possible etiological significance. 

The frequency with which a disease occurs may vary within 
a geographic area over a period of time or may differ among 
areas at a point in time. Time and place, therefore, become 
tangible variables for epidemiological study. Both serve as 
crude indices of other, more elusive factors suspected of being 
more intimately associated with the disease under investi- 
gation. Obviously these significant, reflected variables differ 
with the disease studied, and are often suggested by prevalent 
hypotheses concerning etiology, which have emerged from 
clinical and laboratory study. 

In practice, the epidemiological method consists of two con- 
secutive but distinct phases. The first of these entails the 
identification and collection of meaningful information about 
those who are ill, for comparison with similar information 
about those who are well. The second involves the explanation 
of findings on the basis of either existing knowledge or new 


* Presented in part at the Fifth World Congress on Mental Health. Reference 
to findings in Ontario and Western Ontario are from studies supported by 
national health grants to the Mental Health Division, Department of Health and 
Welfare, and made possible by the Ontario Department of Health. 

t From the Faculty of Medicine, University of Western Ontario, London, 


Canada. 
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hypotheses. The second phase, while the more exciting, should 
not be embarked upon until the accuracy of the first has been 
established. 

In this paper we will review briefly a number of studies, 
including our own, which have focused upon the mass aspects 
of mental disorder and which have been reported in the 
English-language literature. Limited to general descriptive 
features, the review will summarize major findings which, 
whether they reject or confirm popular psychiatric tenets, 
demand thoughtful consideration. 

No attempt will be made to discuss attendant statistical 
problems in all their subtleties. Nevertheless, considerable 
emphasis will be placed upon technical difficulties encountered 
through the application, in the field of mental health,‘ of a 
method developed and perfected within another compartment 
of medicine. 


Long-Term Trends in Mental Hospital Admissions 


Marked increases in the overall rate of admission to mental 
hospitals, reflected in swelling hospital populations, have oc- 
curred during the past century. The same period has wit- 
nessed widespread cultural, social, and economic change. 

The concurrence of these events suggests their association, 
but the nature of the association is far from clear. Accepted 
psychiatric theory would permit the conclusion that a more 
complex social structure has aggravated the prevalence of 
mental illness. But first should come assurance that modern 
society has not merely produced conditions and public atti- 
tudes more conducive to the ready hospitalization of those 
who are ill. 

The upward trend in mental hospital admissions has been 
discussed in numerous articles. Conclusions as to its signifi- 
cance range from those representing carefully considered, but 
subjective, personal opinion to those based upon the scrupulous 
analysis of objective data. Among them, a measure of conflict 
is evident. 

For example, it is reported ® that when appropriate adjust- 
ments were made for changes in types of patients admitted 
and fer other conditions affecting hospitalization, age specific 
first admission rates below the age of 50 were found not to 
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have increased in Massachusetts during the past one hundred 
years. Malzberg,® on the other hand, insists that the first 
admission trend in New York State can be completely ac- 
counted for on no other basis than that of an increasing 
incidence of mental illness. 

In the Province of Ontario,’ the population under 65 years 
of age has suffered no persistent increase in its first admission 
rate since at least 1927, the year that hospital statistics first 
were published in a form permitting the age standardization 
of rates. And since schizophrenia and manic depressive psy- 
chosis predominate at these ages, evidence of an increase in 
the incidence of these psychoses is lacking. 

Observations concerning admission trends among the aged 
are less contradictory and perhaps more easily interpreted. 
A growing proportion of available mental hospital beds is 
being occupied by patients 65 years of age and older. Al- 
though this is partly the result of an aging general population, 
most investigators report an upward surge in the age specific 
rate of first admission as well. In Ontario, this trend has been 
most evident since 1936. 

A growing tendency to hospitalize cases of psychic deterior- 
ation in the senium has been suggested as a contributing 
factor. In addition, our regional analysis of rates in western 
Ontario showed that rates were highest in counties proximate 
to a mental hospital, and that when, during the period of 
study, a new hospital was opened, rates in adjacent counties 
increased. This suggests that the current and extensive ex- 
pansion of hospital facilities has influenced the first admission 
trend among the aged. At the speculative level at least, both 
of these explanations seem more plausible than that postulat- 
ing marked increases in the incidence of senile psychosis and 
cerebral arteriosclerosis. 

Apart from their somewhat controversial long-term trend, 
first admission rates at the younger ages have been reported 
to exhibit short-term cyclic variations.’ In Ontario, they 
mounted yearly between 1927 and 1935, fell until 1944, and 
then began another climb.” The fact that this cycle was the 
inverse of the employment level in the province was particu- 
larly significant since the variation in rates was essentially a 
product of the employed population: males aged 25 to 54. 
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A possible direct effect of economic stress upon the incidence 
of mental illness among wage-earning males cannot, of course, 
be discounted. But perhaps the relationship reflects, in part, 
an increased need for institutional maintenance of the psycho- 
logically handicapped when jobs are at a premium. 


The Contemporary Distribution of Mental Illness 


Along with attempts to gauge its temporal variation, the 
literature cites numerous assessments of differences in the 
frequency of mental illness, at a point in time, among popula- 
tion segments defined by such characteristics as cultural 
level,* *° geographic and social area of residence,* *»’* ™ 
economic status, marital status, and place of birth." 

It is reported that mental illness is not found among remote 
groups having minimal contact with western culture and that 
its incidence seems to increase as contact becomes more 
intimate.* *° This generality is based upon isolated observa- 
tions of primitive societies and upon admission data from the 
few mental hospitals serving such groups. Carruthers ’° 
states that the rate of admission among Kenya Africans to 
their mental hospital is only a fraction of the rate for England 
and North America. Hare ® quotes claims of the absence of 
schizophrenia and, except for brief maniacal attacks, mental 
illness in general within other specified primitive societies. 

But of what significance are such comparisons? Deviant 
behavior becomes such by cultural declaration. Lack of agree- 
ment among definitions of a case can therefore be suspected, 
particularly when it is remembered that our own concept of 
mental illness is of rather recent vintage. In addition, differ- 
ences among hospital admission rates undoubtedly reflect, to 
an unknown extent, differences in the availability of hospital 
facilities. 

Moreover, the relatively young age composition of most 
primitive groups becomes an asset; in our society the admis- 
sion rate increases rapidly with age. And finally, even if the 
prevalence of mental illness were equal to that commonly 
estimated for North America, failure, at a point in time, to 
find a case within a small native tribe would be within the 
limits of statistical probability. These considerations, we feel, 

sf 





THE DISTRIBUTION OF MENTAL DISEASE 279 


prohibit a conclusion concerning the effect of western culture 
upon the incidence of mental illness. 

Apart from cultural differences, suspected variation in the 
incidence and prevalence of mental illness between and within 
countries has been a topic of study and speculation for many 
years. About half a century ago, attention was drawn to 
differences among the states of the United States in the ratio 
of mental hospital patients to the general population. White,” 
in a paper to the National Geographic Society, noted that the 
highest patient to population ratios were those for areas of 
greatest population concentration. Considering the differ- 
ences the reflection of a variation in prevalence, he postulated 
that mental illness is caused by the stressful struggle for 
survival and that the struggle grows grimmer with increasing 
population density. 

Perhaps. But then as now states and provinces © differed 
radically in their financial ability to provide hospital facilities. 
It could have been this inequality rather than actual differ- 
ences in the prevalence of mental illness that had been gauged. 

More recent studies have avoided this complication by being 
limited to an area served by uniform facilities: a city, state, or 
province. Significantly, differences among rates of admission 
to hospital persist. For example, a pioneering analysis * of 
first admission rates in Chicago from 1922 to 1934 revealed 
that rates for schizophrenia were highest in the central, ‘‘dis- 
organized’? wards of the city and declined progressively 
radiating outward to the suburban residential districts. 

We have been studying the geographic distribution of ad- 
mission rates in western Ontario, a circumscribed area having, 
nevertheless, a population of one million and diversified rural- 
urban characteristics. The proximity to the university of the 
two hospitals serving the area has made possible a somewhat 
detailed analysis of cases. 

Our findings have confirmed the effect of population concen- 
tration upon the rate of first admission.’ During the period 
1950 to 1952, the combined crude rate for the five cities with 
populations of 30,000 or over was 58 percent higher than that 
for rural areas and villages with populations of under 1,000. 
Taken as a group, intermediate urban areas had an intermedi- 
ate rate. As an added observation, the urban excess, while 





280 MENTAL HYGIENE 


evident at all ages, was particularly marked at ages 25 to 34 
among males and at ages 65 and over among both males and 
females. 

In theory, investigators could measure the effect of myriad 
social and economic variables upon the rate of first admission. 
In practice, the indices studied must be restricted to those 
reported for the general population. 

Country of birth is one of these. It has been shown re- 
peatedly that rates for the foreign-born are higher than those 
for the native-born.* ** In addition, Odegaard established 
that the rate for Norwegians living in Minnesota was not only 
higher than that for the natives of Minnesota, but was higher 
too than the rate for the population of Norway. By diagnosis, 
the latter excess was one of 700 percent for senile psychosis 
and cerebral arteriosclerosis and 200 percent for schizophre- 
nia. 

The effect of marital status has also been assessed.* ** Rates 
for the married group are lowest, followed in order by those 
for the widowed, single, and divorced and separated. Our 
data for western Ontario ® provided age specific rates for the 
single, divorced, and separated combined which exceeded 
those for the married by from 250 percent at ages 15 to 24 
to 400 percent at ages 45 to 54. Age specific rates for the 
widowed were in excess by about 300 percent. Of further 
interest was the tentative finding that within the married 
group age specific rates were lowest for those whose marriage 
had been intact for at least 10 years. 

Educational attainment is another associated variable. We, 
along with other investigators, found that age specific rates 
were lower for those who had graduated from elementary 
school than for those who had not. Even at ages 45 to 64 the 
rate for those with more limited education was in excess by 
250 percent. 

Unquestionably the foregoing configurations of mental 
hospital first admission rates are indicative. But of what? 
They may, it is true, result from an association between the 
variables studied and the frequency with which mental illness 
occurs in the population. If this is so, the defined objective 
of an epidemiological study is within grasp. Information is 
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at hand which can be used to explore further the social genesis 
of the disorder. 

Of course, the mere association of events does not presup- 
pose their causal relationship. Rather than be under the 
direct influence of a given variable, the incidence level may be 
determined instead by the general degree of stability of the 
population characterized by that variable. This factor of 
selection may be reflected, for instance, in the low first admis- 
sion rate for the population married 10 years or more. 

But even more disconcerting, the rates may not be a valid 
measure of incidence at all. They may reflect variation among 
population segments in the proportion of the mentally ill who 
avoid hospitalization. The likelihood of admission is un- 
doubtedly influenced by factors such as community tolerance 
of deviant behavior, resources for home care and protection, 
and the availability of hospital facilities. Since the quality of 
these characteristics differs among geographic areas and 
socio-economic groups, their probable contribution to differ- 
ences in first admission rates should not be overlooked. 

While we were unable to uncover direct proof of the attend- 
ance of this complication, some of our statistics were highly 
suggestive. For example, at the young and intermediate ages 
the urban excess in the first admission rate was limited almost 
entirely to males. It is true that males more than females may 
wilt psychologically under the rigors of urban life. To us, 
however, it seems more likely that the employed urban male, 
because of his many and intimate community contacts, is least 
able to deviate from the norm unnoticed and unchecked. 

Perhaps more pointed were observations made concerning 
rural-urban differences at ages 65 and over. An overall urban 
excess in the rate of first admission pertained, but when 
analyzed by 5-year age groups the excess was found to shrink 
with age and, because of an increasing rural rate, to be re- 
placed, ultimately, by a rural surplus. That this was the 
result of a greater rural tendency to reserve hospitalization 
for acute, terminal cases was an inviting explanation given 
added credence by the discovery of a rural excess in the pro- 
portion of patients dying less than one month after admission. 

We have provided but two examples of how this kind of 
interpretation could be attached, with varying degrees of 
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credibility, to virtually all the reported geographic and socio- 
economic variations in rates. 

Only passing reference has been made to attempted calcula- 
tions of the incidence or prevalence of specific diagnostic 
entities. We consider the slight justified. It was noted by 
Farrar * some 50 years ago and by Dayton ** more recently 
that diagnostic criteria vary so radically, not only from 
generation to generation but among the psychiatrists of any 
one generation as well, that comparisons of diagnostic-specific 
rates should be viewed with misgivings. 

While it is to be hoped that a continuing evolution of psy- 
chiatric knowledge will eventually alter this state of affairs, an 
analogue drawn from another field suggests that current 
studies which judiciously skirt diagnostic analysis need not 
be unproductive. Communicable disease is now investigated 
in terms of clearly defined disease entities, but only as a rather 
recent development. The whole sanitary movement, beginning 
in the British Isles during the early part of the nineteenth 
century, stemmed largely from epidemiological observation. 
And the association of high rates of illness and death with 


overcrowding and filth was first spotted at a time when diag- 
nostic specification was not considered. 


Discussion 


Cursory though this review has been, it has surely become 
evident that attempts to apply epidemiological methods to the 
study of mental illness are currently fraught with difficulties 
not foreseen by early champions of the approach. Probably 
the most fundamental, and without doubt among the more 
challenging, is that of defining a case of mental illness in 
objective and universally applicable terms. The potpourri 
of suggested definitions aired at a recent conference” proved 
that a problem inherent in all types of morbidity studies is 
unusually vexing here. Diagnostic criteria based upon be- 
havioral norms which in turn can be colored by cultural and 
social settings are a hazard to studies of this kind. 

Should this hurdle be cleared, another is faced. Mental 
illness, by virtually any working definition, is far from ramp- 
ant. To count cases in a population sample large enough to 
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assure the validity of derived statistics would therefore tax 
the present resources of most research centers. 

Until recently, rates of prevalence and incidence have com- 
monly been restricted to those of hospitalized mental illness. 
In part, this has been because psychiatrists and others directly 
associated with mental hospitals and their administration have 
figured prominently in their derivation. But in addition, it 
has been argued that, however narrow, a case defined as an 
admission to hospital is shorn of the difficulties just described. 

Certainly hospital files contain a wealth of data requiring 
only a modest outlay of money and manpower to analyze. It 
would be wrong to turn from this source before garnering its 
potential yield. In fact, rates of admission to hospital will 
always have administrative value because regardless of the - 
extent to which they reflect the real need for treatment facili- 
ties, they at least spell out the demand and the effect of certain 
variables upon that demand. 

As an index of the distribution of mental] illness among 
geographic areas and socio-economic groups, however, admis- 
sion rates probably represent a somewhat dubious compromise. 
Not only does an unknown proportion of the certifiable men- 
tally ill population avoid hospitalization, but there is indirect 
evidence that this proportion varies under the influence of 
attitudes, resources for home care, and the availability of 
hospitals, complicating the interpretation of differences among 
rates. 

Financial support is now being given to attempts to meas- 
ure, more directly, levels of incidence and prevalence in a 
sample population. From these studies should come the re- 
finements in methodology needed before the epidemiological 
approach can fully serve its purpose: that of revealing the 
environmental concomitants of mental health and disease. 
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THE MENTAL HOSPITAL PATIENT 
IN THE COMMUNITY 


M. J. ROCKMORE, M.A., anp R. J. FELDMAN, LL.B." 


OR many years the public concern has been with the legality 

of commitment procedures and the protection of an indi- 
vidual’s civil liberties. We still have isolated instances where 
commitment to mental hospitals is accomplished by trial by 
jury. The attitude evidently held, and there realistically may 
still be a residual, was that commitment to a mental hospital 
was literally slamming a gate behind an individual for the re- 
mainder of his days. That commitment to a mental hospital 
was ‘‘a finding’’ by a group of one’s peers depriving a person 
of his liberty, not a medical determination deciding on hospi- 
talization. The laws still reflect our cultural heritage that 
mental hospitals are ‘‘asylums for the furiously mad.’’ It is 
only within the last several years that public attention has 
been turned to the all-important matter of the release of pa- 
tients from mental hospitals. The stimulus for this interest 
has again been public concern; anxiety, if you will, lest the 
public interest is not being adequately protected. Scare head- 
lines, judicial obiter dicta, the issue of community protection 
—all bring into play strong emotions and attitudes which 
serve to obscure the facts. Unhappily, many of the profes- 
sionals seek to meet critical charges which are hastily made 
with equally hasty defenses which would have difficulty surviv- 
ing careful scientific scrutiny. Out of these defensive positions 
come catch-phrases or statistical guideposts which are in a 
sense prefabricated answers to highly emotional attacks. 
Therefore, when someone acuuses hospitals of ‘‘loosing luna- 
tics’’ in the community, we can readily silence them by saying 


*Mr. Rockmore, currently principal mental hygienist for the Connecticut De- 
partment of Mental Health, and Mr. Feldman, a practicing attorney in New 
York City, were associated with Dr. Daniel Blain, medical director of the 
American Psychiatrie Association as psychiatric social work and legal consultants 
in a study of release procedures for mental patients in New York State, under- 
taken at the request of the Mental Hygiene Council, New York State Department 
of Mental Hygiene. A report on this study was made available to the public 


on December 7, 1954. 
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that ex-mental hospital patients are anywhere from four to 14 
times less prone to commit crimes than the general population, 
depending on which study we are able to quote at any point. 
The fact is that any statistical study of post state hospital 
adjustment must be necessarily limited both in conception, by 
reason of the number of variables, and in implementation, by 
reason of the complications inherent in the data. The further 
fact is that a search of the literature will reveal no large scale 
comprehensive clinical study of the mental hospital patients’ 
adjustment after a period of hospitalization. 

A rough estimate of the magnitude of the problem, very 
much on the conservative side, would be that some 200,000 
mental patients are yearly discharged from hospital facilities. 
This admittedly bad guess in no way includes the thousands 
of hospital patients who may be in the community on convales- 
cent care, extended visit, unauthorized leave, escape, hospital 
‘*narole,’’ trial or brief visit, or any number of ways in which 
a patient is carried on the hospital books while not actually 
being treated intramurally. Indeed, many of these adminis- 
trative categories are vital to the treatment program and 
essential to any community-oriented objective. The word 
discharge is an administrative term which has a specific mean- 
ing. It means that an individual is separated from the hos- 
pital to the extent that the hospital no longer has any responsi- 
bility for him (except in the subtle sense that there is the 
, inference that the ex-patient is no longer in need of treat- 
ment). Conversely the patient no longer has access to the 
facilities of the hospital and in a technical sense these may 
be denied him until he is readmitted, which means that com- 
mitment procedures must start all over again. 

It has been noted in estimating the quantitative nature of 
the problem of release from hospitals offering care and treat- 
ment for the mentally ill that if one could add up the number 
of all those discharged this would only consider one aspect of 
the mental hospital patient in the community. There are no 
national estimates’ of the numbers of individuals who are 


1 From existing reports of ‘‘ Patients in Mental Institutions—1950-51’’ (U. 8. 
Department of Health, Education and Welfare) one could include roughly 90,000 
patients on record who are bona fide patients not within hospital grounds. How- 
ever, many thousands not reported may well be in communities at any given 
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currently carried on hospital records as bona fide patients who 
at any one time are not corporeally in the hospital or within 
hospital grounds. As hospitals have become more and more 
oriented to treatment and have been administered with an 
eye toward recovery from mental illness, the return to the 
community has been very much in the forefront of medical 
decision. It is accepted that the expectancy of the individual 
to return to the community is to be stressed as a therapeutic 
ally in the recovery process. Accordingly, when a patient 
shows symptomatic improvement there is a tendency to test 
out the validity of this improvement by weekend visits, trial 
or brief visits. As additional experiences with the patient 
indicate the development of his ability to meet community 
pressures and demands of the social environment, these visits 
become extended and may move into the period of convalescent 
care. It was not so long ago that this term was introduced 
to replace the penal sounding or inspired ‘‘parole.’’ This 
term, of course, is further extension of the entire history of 
the association of the care and treatment of mental patients 
with law, the prisons, and custodial attitudes of protection of 
the public interest. The concept of convalescent care extra- 
murally is much more in keeping with the medical nature of 
the decision to release the patient to the next phase of treat- 
ment while continuing to make available the hospital facilities, 
recognizing the hazard of relapse and need for rehospitaliza- 
tion without further commitment procedure. In evaluating 
a mental hospital program, one would be inclined to view the 
extent to which convalescent care or extended leave is utilized 
as an indication of the progressive nature of the program. As 
a guide, one would expect that at least 12 to 15 percent of the 
population of the hospital would be in the community on any 
given day. In terms of the overall problem, this would 





time. For example, some hospitals situated in communities utilize the concept 
of ‘‘ground privileges’’ to include the community and surrounding environs. 
Numbers of patients are employed in communities and return to the hospital after 
work. As the ‘‘night hospital’? concept catches on these may increase, There 
are other means whereby hospital patients may be in the community without 
appearing on national report forms interested in the administrative movement of 
patients. Therefore, national estimates on this subject must be taken as minimal 
and only in relation to specifically tabulated categories, 
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nationally put well over an additional 125,000 mental patients 
in our communities. 

There are a variety of other ways for a patient to leave the 
mental hospital and return to the community. Percentage- 
wise, these additional methods of release represent an in- 
significant fraction of the problem insofar as numbers are 
concerned. Yet insofar as public interest and attitude are 
shaped, threatened, or touched off, they represent the fuse or 
trigger to what in some instances has been clamor to close the 
hospital gates or build the administrative release walls to 
an unsurmountable height. We are referring to patients who 
have been received through penal code statutes and whose 
commitment has been the result of criminal behavior for which 
the individual cannot legally be adjudged to be criminally 
responsible, or that group of patients who are admitted to a. 
hospital during the time when they are inmates of a penal 
institution. In either case, the factor of the patient’s mental 
illness is subordinated to his legal status. Thus, an individual 
in the process of criminal procedure may be committed via 
legal criteria because he doesn’t comprehend the nature of his 
act and cannot participate in his defense. The hospital author- 
ities under these circumstances may tend to assume the attitude 
that they are dealing with a ‘‘court case’’ and frequently will 
hold the patient only until he fulfills the legal criteria for re- 
lease. Thus, when he has clinically recovered to the extent 
that he can comprehend the nature of his offense and partici- 
pate in his defense he may be returned to court. It was the 
general belief, although we know specific situations to the 
contrary, that such an individual would not be likely to be 
convicted when tried. The alternatives so far as the com- 
munity is concerned, therefore, are that either an individual 
returns unsupervised to the community without having met 
medical criteria as to his readiness to function or, if tried 
and convicted, he can be sent to prison. There have been 
situations where patients who had committed a minor criminal 
offense against property were returned to court under these 
circumstances, pleaded guilty, and were sentenced to prison. 
While it is possible to question whether this serves the best 
interests of the individual (or the community), there can be 
no question but that the situation in which an ‘‘acquitted’’ 
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person is turned loose without medical attention or supervision 
serves neither his own nor the community’s interest. The 
combination of attorneys and psychiatrists who are at this 
time laboring long and hard to bring the outmoded M’Nagh- 
ten’s Rules up to date may in time remedy this situation. 
However, hospital superintendents who feel relieved of 
medical responsibility by fulfilling legal criteria might do well 
to rethink some of the basic concepts herein involved. Simi- 
larly, in the case of voluntary patients who achieve release 
upon giving due notice rather than as a result of the best 
clinical judgment there may be considerable hazard. The 
attitude that the hospital has an implied contractual agree- 
ment with a voluntary patient to release him upon due notice 
is again an abdication of medical responsibility.2. The fact 
that the patient is released ‘‘against medical advice’’ in no 
way mitigates the need for continued treatment, which the 
hospital is in the best position to judge and provide. 

There are several other methods whereby individuals may 
be ‘‘released’’ from mental hospitals. While these are not 
quantitatively significant, they are of importance to the total 
comprehension of the subject. One such deserves particular 
mention. This is release via a writ of habeas corpus. Again 
it reflects the attitude of the community against unwarranted 
deprivation of an individual’s liberty and very necessary 
vigilance exercised against any infringement upon civil rights. 
However, with this guarantee present, the principle of medical 
judgment concerning continued hospitalization or release 
should be basic to a consideration of the individual’s and the 
community’s best interests. 

Our study of release procedures was occasioned by a few 
well-publicized crimes committed by individuals who had been 
identified as ex-mental patients. The publicity was touched 
off by statements in the press by responsible public officials 
that there was a direct relationship between the procedures 
of releasing mental patients and the incidence of crime. The 
statements were accusatory rather than inferential. The 
inference was that release from mental hospitals should be 
accomplished by legal proceedings rather than medical de- 


2 Except in those instances where the release of voluntary patients upon due 
notice is mandatory by statute. 
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cision. Although the study was unfortunately stimulated by 
placing the care and treatment of the mentally ill in juxta- 
position with criminal activities, it may have had a salutary 
effect in alerting both the mental hospitals and the public to 
a continuing responsibility to strengthen our services and 
practice in the mental health field. It almost placed a survey 
of the situation in a position to prove or disprove the fact that 
the practice of releasing patients was good or bad and that 
the ex-patient was a greater or lesser risk to life and property 
than the general population. The approach to the study at- 
tempted to transcend this limitation and accomplish an overall 
view of these procedures. 

In the course of the study, the specific experience of legal 
proceedings in which ‘‘insanity’’ was introduced as a defense 
against responsibility for criminal behavior was scrutinized 
case by case. This method offered an excellent opportunity 
to study individual case situations in which the ex-patient 
could be followed through a number of institutional and com- 
munity procedures. It became possible through a search of 
the records of a criminal court handling probably the largest 
volume of such proceedings over a period of almost five years. 
It was determined that in only 37 percent of the cases studied 
the defendant had been a mental patient prior to these 
‘‘lunacy’’ proceedings. 

Accordingly, a qualitative case study of these individual 
cases was undertaken. For although these few cases repre- 
sented a statistically insignificant percentage of the ex-mental 
patient population it was quite clear that they were a poten- 
tially explosive force sufficient to emotionally arouse the public 
to a pitch where hasty and ill-advised measures might be 
invoked which would effect the treatment of some 750,000 
patients whose eventual recovery might depend on their hope 
of returning to the community. Moreover, wherever there is 
a barrage of unfavorable publicity there tends to be a tempo- 
rary corresponding diminution of release. 

For purposes of illustrating the variety of methods whereby 
individuals return to the community, this small group of cases 
was very illuminating. In all, they left mental institutions 
and returned via eleven different routes. In addition to some 
of these already mentioned—e.g., direct discharge, discharge 
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from convalescent care, return to court or prison, habeas 
corpus, ete.—some interesting percentages were revealed. For 
example, 10 percent left their hospitals by escaping. Return 
to court for trial or transfer to another facility was the way 
out for 27 percent. Eighteen percent of the group originally 
were voluntary admissions. Lest this experience with ex- 
patients who were involved in one local court be considered 
atypical or provincial it should be stated that one-third of 
the cases had been ‘‘released’’ from mental institutions of 
other states or the federal government.’ To further identify 
this group, 77 percent of them had had histories of criminal 
arrests prior to their first admission to a mental hospital. 
Despite this fact, criminal activity played a vital role in the 
first admission of only 5744 percent of the group. At the 
point where this group came under scrutiny almost half of 
them had been readmitted to hospitals three or four times. 
At least by indirection a strong case has been made that the 
manner by which an individual enters a hospital may condition 
or even dictate by statute the means whereby he returns to 
community life. In a sense, the method of entry also conditions 
the degree to which the hospital thinks of its responsibility 
and usually the extent to which after-care services are made 
available. A voluntary admission is under these circumstances 
thought of as a ‘‘contractual agreement,’’ a criminal order 
commitment is a ‘‘court case.’’ Similarly, where admission 
is achieved by a physician’s or health officer’s emergency com- 
mitment, the hospital assumes temporary or limited responsi- 
bility, and separation from the hospital is accomplished by 
‘‘direct discharge.’’ In many other instances the direct dis- 
charge is discretionary with hospitals and the patient returns 
to his social milieu without the benefit or access to the sup- 
portive help which may be indicated. Since the social services 
available in most hospitals to work with the environmental 
problems which may have been related to precipitating a 
patient’s illness are pitifully inadequate, a cynical approach 
3 The interstate complications of the problem are manifold. A committee with 
the help of the Council of State Governments from the Northeast State Governors’ 
Conference on Mental Health has drawn up an interstate compact now beginning 


to be introduced into state legislatures. Connecticut became the first state to 
ratify this compact in December, 1955. 
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would not highlight this aspect of the problem. Yet data is 
available which conclusively supports the thesis that patients 
released under convalescent care are less a hazard to the com- 
munity and to themselves. Even in the group of criminal 
proceedings mentioned herein only 1634 percent were under 
convalescent care at the time when they committed the act 
which brought them into court. 

The problem of the release of mental patients is a very 
intricately involved matter, as this discussion implies. It 
requires a careful analysis of types of commitment, the entire 
in-patient program, the discharge procedure, the after-care 
program; it embraces all manner of administrative problems, 
personnel, and plant facilities, interdepartmental relations 
and interstate problems; it cuts across medical and legal tradi- 
tions and philosophy as well as scientific problems and the 
strength or weakness of professional judgment. Add to these 
technical factors the weight of increasing numbers and the 
volatile nature of public opinion. A sober inventory of these 
variables would raise question concerning the responsibility of 
accusatory statements or the service of statistical defenses to 
the basic data requiring careful evaluation. It is small comfort 
to the victims when they know that the incident which affects 
their lives is even statistically insignificant. On the other hand, 
it is no small task to carry the responsibility for patients with- 
out adequate staff or facilities. It has been well publicized that 
there is a paucity of leads to the development of preventive 
efforts in the field of mental illness. One of the areas which 
would bear investigation, case by case, is the relapse of 
patients who have clinically recovered. 

The best information in the field understands that most 
mental illness occurs when there is a combination of two 
factors: (1) the basic personality structure of the individual; 
(2) overwhelming forces in the environment which result in 
breakdown. In the military service during wartime it was an 
accepted principle that every serviceman had his breaking 
point depending upon the environmental stress to which he 
was exposed. It was on this basis that attempts were made 
to determine the length of time and the conditions under which 
units could perform most efficiently. Civil life has stresses 
and strains of a sometimes more subtle nature but no less tax- 
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ing over a period of time than the more obvious combat 
threat to physical and emotional well-being. The mental 
hospital in a sense offers a haven, a shelter, or even the 
counterpart of the military neuro-psychiatric reconditioning 
facility in such instances. As the mental hospital has become 
more of a treatment and less of a custodial institution the 
chances of clinical recovery have become brighter. With the 
advent of various means of intervention available to psy- 
chiatry and currently being developed, more and more patients 
are becoming accessible to preparation for return to the com- 
munity. There are only isolated psychiatric facilities which 
lay claim to changing the basic personality structure of their 
patients. There are a few who while the individual is hospital- 
ized concurrently work to understand and ameliorate the en- 
vironmental forces to which he has succumbed. Therefore, 
the individual, who in the hospital appears symptom-free, 
usually returns to essentially the same environment with 
much the same personality structure in which his illness was 
nurtured. The interesting phenomenon is that with this em- 
pirical knowledge the mental hospitals with notable exceptions 
haven’t given a higher priority to their after-care and com- 
munity related programs. One can only guess that other 
primary pressing problems have absorbed much of their 
energy. Otherwise, one would assume that there would at 
least be careful studies of rates of readmission and case-by- 
case analysis in an attempt to determine factors related to the 
recurrence of mental illness. Otherwise, there would be a 
reluctance to release patients unless they were placed in con- 
valescent status with the supportive help that it implies. 
Otherwise, additional professional time, energy, and funds 
would be made available to after-care clinical services. 

This point is important because, implicit in questions raised 
about release procedures, it is sometimes inferred that the 
clinical judgment was faulty when the patient either commits 
a crime or has to be returned to the hospital because his 
symptoms have become exacerbated. While inevitably some 
clinical judgments may be either unsound or based on in- 
complete knowledge of the patient, clinical judgment is none- 
theless the very best device available for predicting the 
patient’s behavior or assessing his current status. However, 
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as the patient returns to his everyday pursuits and is subject 
to the pressures of decisions, family relations, and responsibili- 
ties, the clinical picture upon which release was predicted is 
bound to change. It is at this point that additional props and 
supports are necessary for him to consolidate the gains made 
during hospitalization, lest he again find himself unable to 
cope with his emotional problems and need to be returned to 
the hospital. Indeed, it may be that until much more is learned 
about the causes of mental illness and the courses of disease 
entities that the ex-mental patient may do best with continued 
supportive help in the community. This would negate any 
use of the concept of direct discharge or the arbitrary period 
of convalescent care, e.g., one year, used in some states. 

And lest our fiscally minded friends belabor the cost of such 
an operation, it would be well to measure the cost of a patient 
on convalescent care against the cost of rehospitalization. In 
the face of the quantitative nature of the problem, the esti- 
mates for capital outlay required to meet the increased patient 
population should be proportionately added to the cost of 
convalescent care per patient per year. 

This brief discussion of the release of mental patients is 
intended to stimulate thinking in an area too long neglected 
in informed lay and profesional circles. It is hoped that panic 
can be forestalled by careful collection of data when a wanton 
homicide is committed by a psychotic individual. It is hoped 
that activity in these informed groups will go beyond statisti- 
cal sedatives to the case content for basic evaluation. A 
definitive treatise on release needs to be done; it would have 
to embrace every facet of the care and treatment of the 
mentally ill, of which release is only one vital procedure. 





THE DURHAM DECISION—A BEACON 
IN THE DARK 


JULIUS SCHREIBER, M.D. 
Washington, D. C. 


O*. July 13, 1951, Monte Durham, a frequently-in-trouble 
young man of 23, with a long previous history both of 
imprisonment and mental hospitalization, got into trouble 
once again. This time he was arrested for housebreaking. In 
due time he was tried, convicted, and sentenced to prison, in 
spite of his plea of not guilty by reason of insanity. 

Almost exactly three years later, July 1, 1954, the U. S. 
Court of Appeals for the District of Columbia, in a most 
enlightened and scholarly opinion written by Judge David L. 
Bazelon with Judges Henry W. Edgerton and George T. 
Washington concurring, reversed his conviction in the lower 
court and ordered a new trial. Why? ‘‘. . . because the trial 
court did not correctly apply existing rules governing the 
burden of proof on the defense of insanity.’’ The Appeals 
Court went on to hold that ‘‘existing tests of legal responsi- 
bility are obsolete and should be superseded.”’ 

With this momentous decision there opened a truly promis- 
ing chapter in the history of the relationship between psy- 
chiatry and the law. 

The courageous decision was met with mixed reactions. 
There were the usual ‘‘viewers-with-alarm,’’ but over and 
above the din came clear and glowing praise from leaders in 
both law and psychiatry. 

Why all the excitement? ‘‘Not guilty by reason of insanity’’ 
has been a proper legal defense for centuries. When, to the 
satisfaction of a judge or jury, the accused was of ‘‘unsound 
mind’’ at the time of the commission of an unlawful act he 
was usually found ‘‘not guilty.’’ Then what is so important 
about the Durham decision? How does it differ from earlier 
views? 

The difference lies in the answer to the question: How can 
the judge or jury know that the defendant was of unsound 
mind at the time of the commission of his crime? 

295 
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Now, common sense would say that perhaps one should call 
in the doctors of the mind—psychiatrists—and simply ask 
them, ‘‘Was the accused mentally ill and was his crime a 
product of his illness?’? But common sense was quite un- 
common insofar as this problem presented itself to the judge 
and jurors. In spite of repeated protests from leaders in 
psychiatry and the law, the courts of our land, with the ex- 
ception of those in New Hampshire (since 1870), have con- 
sistently been guided by an outmoded and unscientific set of 
criteria: namely, the M’Naghten Rule. 

The reader is undoubtedly familiar with this vexing legal 
test for insanity. In England, in 1843, the defendant, 
M’Naghten, was acquitted in a murder trial when he pled 
insanity as a defense. Following his acquittal and the subse- 
quent intense discussion and debate in the House of Lords, the 
fifteen judges of England established a rule or test to deter- 
mine the responsibility of a person who in his defense pled 
insanity at the time of the crime: 

To establish a defense on the ground of insanity it must be clearly proved 
that at the time of committing the act the party accused was laboring 
under such a defect of reason, from disease of the mind, as not to know 


the nature and quality of the act he was doing, or if he did know it, 
that he did not know he was doing what was wrong. 


This ‘‘right and wrong’’ test became the basic guidepost in 
the years that followed, not only in England but also in the 
United States. (One notable exception was New Hampshire, 
which in 1870 established substantially the same rule as the 
recent Durham decision.) 

Now the M’Naghten rule, seen in the perspective of 113 
years, was actually an attempt at being fair. It was, at the 
time it was established, more considerate of the state of mind 
of the accused than were earlier (i.e., before 1843) views. Yet, 
as we are seeing, it was not only far from adequate in the 
criteria that it required be met—it was even more negative 
since it froze into legal language a particular set of medical 
ideas, current at that time, and compelled subsequent genera- 
tions to be bound to them, in spite of the general recognition 
that medical concepts are not static but ever changing and 
growing in the light of newer research and experience. Com- 
mon sense would say: Let the psychiatrist say whether a man 
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is of unsound mind and let him say so in the light of the latest 
scientific knowledge. M’Naghten says, ‘‘Certainly let the psy- 
chiatrist talk, but he must talk in the concepts of the medical 
knowledge of 18431’’ 

Of the M’Naghten rule, Mr. Justice Cardozo said many years 
ago, ‘‘Everyone concedes that the present definition of in- 
sanity has little relation to the truths of mental life... . If 
insanity is not to be a defense, let us say so frankly and even 
brutally, but let us not mock ourselves with a definition that 
palters with reality. Such a method is neither good morals 
nor good science nor good law.’ 

The Royal Commission which concerned itself with this 
problem in England said in 1953, ‘‘. .. the test of responsibility 
laid down in England by the M’Naghten Rules is so defective 
that the law on the subject ought to be changed.’’ ? 

And Mr. Justice Frankfurter has said, ‘‘... I do not see why 
the rules of law should be arrested at the state of psychological 
knowledge of the time when they were formulated. ... I think 
the M’Naghten Rules are in large measure shams. .. . I dare 
to believe that we ought not to rest content with the difficulty 


of finding an improvement in the M’Naghten Rules.’’* 

In 1951, the Chief Judge of the Third Judicial Court of the 
United States, John Biggs, Jr., said in a dissent, ‘‘The rule 
of M’Naghten’s Case was created by decision. Perhaps it is 
not too much to think that it may be altered by the same 


means.’ # 


And the Committee on Psychiatry and Law of the Group for 
the Advancement of Psychiatry stated in its May, 1954 report 
on Criminal Responsibility and Psychiatric Expert Testimony, 
‘¢ Although the M’Naghten Rules have a history of over one 
hundred years in the American judicial system, psychiatric 
expert testimony in capital cases has brought little satisfaction 
to either the lawyer or the psychiatrist .. . recent and rapidly 
developing knowledge of mental life now challenges traditional 
concepts and brings the central issue of responsibility and 

1 Quoted by Judge Sobeloff in an address to the National Conference of Bar 
Councils, in Washington, D. C., May 19, 1955. 

2 Royal Commission on Capital Punishment, H. M. Stationary Office, 1953. 


In a statement to the Royal Commission. 
4 United States ex rel. Smith v. Baldi, 192 F. (C.A. 3d, 1951). 
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mental illness into sharper relief. ... The committee recom- 
mends the abolition of the M’Naghten Rules... .’’ 

And, indeed, two months later, in July of 1954 the U. S. 
Court of Appeals for the District of Columbia did just that 
for the courts in its jurisdiction! 

What is the real difference between the M’Naghten rule and 
the Durham decision? Both support the principle that if at the 
time an unlawful act is committed the accused be of unsound 
mind he ought not be held criminally responsible. The differ- 
ence in the two rulings is most important. The M’Naghten 
rule lays down specific symptoms as the test for an unsound 
mind—as such, it is an extremely narrow and rigid test deal- 
ing with but a fraction of the functions of the total personality. 
To meet the criteria of the M’Naghten rule the accused must 
be so completely demented or mentally deficient that his in- 
tellect, his cognitive functions, are practically non-existent. 
Understandably, the medical thinking of over 113 years ago 
is far removed from the knowledge which modern psychiatry 
possesses about the human personality. The M’Naghten rule 
is based on the grossly erroneous assumption that man is 
essentially a rational animal who can, by use of his reason, 
control his behavior and hence can be held accountable for his 
conduct. 

For decades, psychiatrists and others have known that this 
view of man is highly invalid. Man is an integrated per- 
sonality and reason is but one factor—and a small one, at that, 
in determining his conduct. Over the years, the role of emo- 
tions in determining human behavior has been increasingly 
seen to be the major determinant of man’s actions. Anyone 
can give ample testimony to the fact that there are too many 
occasions when though he ‘‘reasons’’ and ‘‘wills’’ to do one 
way he finds himself acting-out in quite a contrary fashion! 
The ability, then, to control impulses which arise from deep 
within us so that we always lead rational, ordered, and 
responsible lives is certainly a precious one, quite difficult 
to achieve. Today, we know that only a relatively healthy ego 
can manage to mediate, with reasonable success, between our 
inner impulses and motivations and the external demands of 
the society in which we live. Today, we know that an impaired 
ego is so easily defenseless against an avalanche of primitive 
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wishes and drives which seek expression and fulfillment 
regardless of what society may say, or even against what one’s 
more recently acquired conscious values may counsel to the 
contrary. 

The Durham decision, in keeping with the ethical desire to 
see that the man of unsound mind is not unfairly held account- 
able has brought the legal test for insanity up to date. And 
what shall the test be? All that Durham says is that there 
is no simple or single test for mental illness. A disturbance 
in the intellectual or cognitive functions (M’Naghten) is no 
more an accurate measurement of unsound mind than is high 
fever the sole criterion upon which to base a diagnosis of 
pneumonia. 

Durham says that the essence of the problem ‘‘is simply that 
an accused is not criminally responsible if his unlawful act 
was the product of mental disease or mental defect.’’ But, 
unlike M’Naghten, the Durham rule refuses to write a legal 
set of criteria as to what constitutes insanity—this being quite 
properly a medical question. A man may be insane in the 
old M’Naghten sense, he may be insane in the ‘‘irresistible 
impulse’? sense, or he may be insane in any other way in 
which the psychiatrist can show that he is. 

Judge Simon E. Sobeloff, Solicitor General of the United 
States, said ‘‘Last July, the Court of Appeals for the District 
of Columbia Circuit handed down a notable opinion . . . reliev- 
ing the courts in this jurisdiction of the unbending M’Naghten 
rule with its discredited right-wrong test. The full merit... 
is precisely that they do not attempt to embody one set of 
medical theories in place of another, for even if it were possible 
to frame a test embodying more modern knowledge there 
would still be the danger that in the progress of science the 
new rule itself might be found inadequate.’’ ® 

With one clean and simple stroke the taut spring which kept 
the law lagging over a century behind modern medical knowl- 
edge was broken and now the courts, at Jeast under the juris- 
diction of the United States Court of Appeals for the District 
of Columbia (as well as in New Hampshire) may more accu- 
rately and fairly administer justice in cases where the accused 


5In an address to the National Conference of Bar Councils, in Washington, 
D. C., May 19, 1955. 
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pleads not guilty by reason of insanity. Henceforth a testify- 
ing psychiatrist will not be required to sit idly by and watch 
an individual whom he knows to be anti-social because of 
mental illness go to prison instead of to a hospital for treat- 
ment merely because the accused knew what he was doing and 
knew that it was wrong. On the other hand, no psychiatrist, 
because of his inner belief that a helpless person should not be 
punished, need lie and say that the accused meets the M’Nagh- 
ten test when in fact he does not. Now the psychiatrist need 
but speak as a doctor and not as a moralist or crystal-ball 
gazer. Now he need but testify whether mental illness was 
present at the time of the commission of the crime and whether 
the unlawful act was a product of the mental illness. From 
that time on it is up to the fact-finder—whether a judge or a 
jury—to determine whether the accused is sane or insane, (i.e., 
by accepting or rejecting psychiatric testimony). 

And if the accused is acquitted by reason of insanity (and 
even if it be claimed that he has since recovered) he must be 
sent to a mental hospital for observation and whatever treat- 
ment is indicated, until such time as the hospital authorities 
say that he is well and that it is reasonable to assume he is not 
likely to be a danger to himself and to others. 

Thus the Durham decision sets into motion a more en- 
lightened and socially useful process: Society is protected by 
removal of the offending individual—but removed not to 
prison where after a fixed time (or sooner, on ‘‘good be- 
havior’’) he is released to repeat (80 percent) a criminal life 
—but rather removed to a hospital where he can be treated 
and, hopefully, rehabilitated. Hospitalization and treatment 
gives society a better chance to avoid further trouble—and 
gives the individual the only chance he can have to repair, to 
grow up emotionally, to discover, perhaps for the first time, 
that a non-criminal, socially responsible way of life may indeed 
be learned and practiced. 

But this presents psychiatry with a serious challenge. Very 
well, says the law, you now have won your point. The accused 
acted because of his mental illness. We send him to you for 
treatment rather than to prison. Can you really help him? 
Treated by you is he less apt to be a recidivist than is a 
graduate of our penitentiaries? And while we are asking 
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questions, we would also ask, have you enough psychiatrists 
in training for this work? Is there enough active research in 
the psychopathology of criminal behavior? Are you really 
ready for the task ahead? 

* * * * 

With the so-obvious gain in the Durham decision one 
wonders why it took so long for its underlying point of view 
to establish itself in the area of criminal responsibility. From 
M’Naghten to the New Hampshire rule was a span of twenty- 
seven years. The New Hampshire rule, based on the magnifi- 
cent teaching of Dr. Isaac Ray (author of the classic, Medical 
Jurisprudence of Insanity, in 1838) refused to specifiy the 
criteria of insanity—leaving that task to the doctors, just as 
Durham does today. Yet, for not-so-strange reasons the 
New Hampshire rule did not become a model for the other 
courts of our land. 

At the root of this problem lies the disturbing question of 
‘‘free will.’’? Dynamic psychiatry, with its base in psychic 
determinism, presents lawyers with facts which alarm many 
and disturb practically all. For if, indeed, man is hardly 
the free agent which the law, and for that matter, the man-on- 
the-street, assumes, what happens to moral blame? How can 
one blame where one can’t be held fully responsible, fully 
free to choose his course of action, fully able to control his 
inner sources of motivation? 

This age-old problem does, indeed, vex not only the responsi- 
ble lawyer but also all other thoughtful people who note the 
great gap between what the law assumes in its concept of 
criminal responsibility and what the facts about man’s 
‘‘freedom’’ are in actuality. 

The problem of reconciling feelings of ‘‘freedom’’ with the 
fact of psychic determinism is far from solved. Capacity for 
responsibility grows as the ego matures into a healthy, fune- 
tioning part of the personality. Conversely, an impaired ego 
diminishes the capacity for responsibility. Yet, whether the 
ego is impaired or unimpaired is itself the result of antecedent 
factors over which the individual has so little to say. How- 
ever, as a practical need, concessions are made by admittedly 
shelving the problem and acting upon the assumption that 
man has a ‘‘free will.’’ 
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Commenting on this point, W. G. Katz, professor of law at 
the University of Chicago, says, ‘‘ Laying aside the question 
of the reality of free will, lawyers and psychiatrists can agree 
that the great majority of people should be treated as if they 
had free will. Indeed, careful judges often speak of legal 
responsibility as based upon an assumption of free will. Thus, 
Mr. Justice Cardozo spoke of the law as ‘guided by a robust 
common sense which assumes the freedom of the will as a 
working hypothesis in the solution of its problems.’ It is 
agreed, therefore, that most people should be treated as if 
their actions proceeded from free choice. But it is also agreed 
that such treatment is inappropriate for some individuals. 
How is this minority to be identified? This is the problem of 
the Durham case.’’ ® 

So slowly did the wheels of legal progress turn in this matter 
of criminal responsibility. So fearful were some to admit and 
operate on the truth that man is far from being an entirely 
rational, able-to-control, and therefore responsible person. 
For if we admit to this, what happens to criminal responsi- 
bility? 

One hundred and eleven years after M’Naghten and eighty- 
four years after the New Hampshire rule, Judge Bazelon and 
his colleagues courageously undertook to point to the answer. 
Nothing unfair, nothing adverse need happen to the concept 
of criminal responsibility. Not getting seriously involved 
in a discussion for-or-against the existence of ‘‘free will,’’ 
Judge Bazelon says in effect that when, at least, you do know 
that there is no freedom of will to control anti-social behavior 
(as, for example, when the unlawful act stems from mental 
illness) let us at least here act in keeping with the facts. 

‘<The legal and moral traditions of the western world,’’ 
Judge Bazelon wrote, ‘‘require that those who, of their own 
free will and with evil intent (sometimes called mens rea), 
commit acts which violate the law, shall be criminally responsi- 
ble for those acts. Our traditions also require that where such 
acts stem from and are the product of a mental disease or 
defect, as those terms are used herein, moral blame shall not 
attach, and hence there will not be criminal responsibility.”’ 


6 University of Chicago Law Review, Vol. 22, No. 2, Winter 1955, p. 398. 
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‘‘This really means then that the law finally comes around 
to admitting that we are not as free as the law has always 
presumed that we were,’’ said Dr. Karl A. Menninger, ‘‘I 
think the Durham decision is the greatest advance we have 
had in this matter for the past one hundred years.’’* 

‘‘Judge Bazelon’s opinion,’’ said Dr. Gregory Zilboorg, 
‘‘viewed against the background of history, marks a turning 
point in a struggle which has been familiar to us for at least 
four hundred years. .. . Seldom is history made with such 
unassuming quietness and almost self-effacing modesty, with- 
out loud headlines and without self-serving pronouncement. 
But this is great history in the making.’’® 

A careful reading of the decision itself, reprinted in the 
following pages, will show why leaders in both psychiatry 
and law have praised it so freely and eloquently. 

7 Personal communication. 

8 University of Chicago Law Review, Vol. 22, No. 2, Winter 1955, pp. 332 and 
335. 
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Before EDGERTON, BAZELON and WASHINGTON, Circuit Judges. 

BAZELON, Circuit Judge: Monte Durham was convicted of housebreaking,! by 
the District Court sitting without a jury. The only defense asserted at the trial 
was that Durham was of unsound mind at the time of the offense. We are now 
urged to reverse the conviction (1) because the trial court did not correctly apply 
existing rules governing the burden of proof on the defense of insanity, and (2) 
because existing tests of criminal responsibility are obsolete and should be 
superseded.2 

I 

Durham has a long history of imprisonment and hospitalization. In 1945, at the 
age of 17, he was discharged from the Navy after a psychiatric examination had 
shown that he suffered ‘‘from a profound personality disorder which renders him 


1D. C. Cope §§ 22-1801, 22-2201 and 22-2202 (1951). 

2 Because the questions raised are of general and crucial importance, we called 
upon the Government and counsel whom we appointed for the indigent appellant 
to brief and argue this case a second time. Their able presentations have been of 
great assistance to us. On the question of the adequacy of prevailing tests of 
criminal responsibility, we received further assistance from the able brief and 
argument of Abram Chayes, amicus curiae by appointment of this Court, in 
Stewart v. United States, No. 11891, sub judice. 
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unfit for Naval service.’’ In 1947 he pleaded guilty to violating the National 
Motor Theft Act’ and was placed on probation for one to three years. He 
attempted suicide, was taken to Gallinger Hospital for observation, and was trans- 
ferred to St. Elizabeths Hospital, from which he was discharged after two months. 
In January of 1948, as a result of a conviction in the District of Columbia 
Municipal Court for passing bad checks, the District Court revoked his probation 
and he commenced service of his Motor Theft sentence. His conduct within the 
first few days in jail led to a lunacy inquiry in the Municipal Court where a jury 
found him to be of unsound mind. Upon commitment to St. Elizabeths, he was 
diagnosed as suffering from ‘‘psychosis with psychopathic personality.’’ After 
15 months of treatment, he was discharged in July 1949 as ‘‘recovered’’ and was 
returned to jail to serve the balance of his sentence. In June 1950 he was condi- 
tionally released. He violated the conditions by leaving the District. When he 
learned of a warrant for his arrest as a parole violator, he fled to the ‘‘South and 
Midwest obtaining money by passing a number of bad checks.’’ After he was 
found and returned to the District, the Parole Board referred him to the District 
Court for a lunacy inquisition, wherein a jury again found him to be of unsound 
mind. He was readmitted to St. Elizabeths in February 1951. This time the 
diagnosis was ‘‘without mental disorder, psychopathic personality.’’ He was dis- 
charged for the third time in May 1951. The housebreaking which is the subject 
of the present appeal took place two months later, on July 13, 1951. 

According to his mother and the psychiatrist who examined him in September 
1951, he suffered from hallucinations immediately after his May 1951 discharge 
from St. Elizabeths. Following the present indictment, in October 1951, he was 
adjudged of unsound mind in proceedings under § 4244 of Title 18 U.S.C., upon 
the affidavits of two psychiatrists that he suffered from ‘‘ psychosis with psycho- 
pathic personality.’’ He was committed to St. Elizabeths for the fourth time 
and given subshock insulin therapy. This commitment lasted 16 months—until 
February 1953—when he was released to the custody of the District Jail on the 
certificate of Dr. Silk, Acting Superintendent of St. Elizabeths, that he was 
‘*mentally competent to stand trial and * * * able to consult with counsel to 
properly assist in his own defense.’’ 

He was thereupon brought before the court on the charge involved here. The 
prosecutor told the court: 


‘*So I take this attitude, in view of the fact that he has been over there 
[St. Elizabeths] a couple of times and these cases that were charged 
against him were dropped, I don’t think I should take the responsibility 
of dropping these cases against him; then Saint Elizabeths would let him 
out on the street, and if that man committed a murder next week then it 
is my responsibility. So we decided to go to trial on one case, that is the 
ease where we found him right in the house, and let him bring in the 
defense, if he wants to, of unsound mind at the time the crime was com- 
mitted, and then Your Honor will find him on that, and in your decision 
send him back to Saint Elizabeths Hospital, and then if they let him out 
on the street it is their responsibility.’’ 


Shortly thereafter, when the question arose whether Durham could be considered 
competent to stand trial merely on the basis of Dr. Silk’s ex parte statement, the 
court said to defense counsel: 


318 U.S.C. § 408 (1946). 
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**T am going to ask you this, Mr. Ahern: I have taken the position that 
if once a person has been found of unsound mind after a lunacy hearing, 
an ex parte certificate of the superintendent of Saint Elizabeths is not 
sufficient to set aside that finding and I have held another lunacy hearing. 
That has been my custom. However, if you want to waive that you may 
do it, if you admit that he is now of sound mind.’’ 


The court accepted counsel’s waiver on behalf of Durham, although it had been 
informed by the prosecutor that a letter from Durham claimed need of further 
hospitalization, and by defense counsel that ‘‘ * * * the defendant does say that 
even today he thinks he does need hospitalization; he told me that this morning.’’ 4 
Upon being so informed, the court said, ‘‘Of course, if I hold he is not mentally 
competent to stand trial I send him back to Saint Elizabeths Hospital and they 
will send him back again in two or three months.’’5 In this atmosphere Durham’s 
trial commenced. 

His conviction followed the trial court’s rejection of the defense of insanity 
in these words: 


**T don’t think it has been established that the defendant was of 
unsound mind as of July 13, 1951, in the sense that he didn’t know the 
difference between right and wrong or that even if he did, he was subject 
to an irresistible impulse by reason of the derangement of mind. 

‘*While, of course, the burden of proof on the issue of mental capacity 
to commit a crime is upon the Government, just as it is on every other 
issue, nevertheless, the Court finds that there is not sufficient to contradict 
the usual presumption of [sic] the usual inference of sanity. 

‘*There is no testimony concerning the mental state of the defendant 


as of July 18, 1951, and therefore the usual presumption of sanity governs. 

‘‘While if there was some testimony as to his mental state as of that 
date to the effect that he was incompetent on that date, the burden of 
prvof would be on the Government to overcome it. There has been no such 


tes ‘imony, and the usual presumption of sanity prevails. 
* . * * 


4 Durlam showed confusion when he testified. These are but two examples: 

‘*Q. Lo you remember writing it? 

‘*A. )o. Don’t you forget? People get all mixed up in machines. 

‘*Q. What kind of a machine? 

‘*A. I ton’t know, they just get mixed up. 

‘¢Q. Ar: vou cured now? 

‘fA. Ne, sir. 

**Q. In your opinion? 

**A. No, sir. 

‘*Q. What is the matter with you? 

‘*A. You hear people bother you. 

‘*Q. What? You say you hear people bothering you? 

‘*A, Yes. 

“*Q. What kind of people? What do they bother you about? 

‘*A. (No response.) ’’ 

Although we think the court erred in accepting counsel’s admission that Dur- 
ham was of sound mind, the matter does not require discussion since we reverse on 
other grounds and the principles governing this issue are fully discussed in our 
decision today in Gunther v. United States. 

5 The court also accepted a waiver of trial by jury when Durham indicated, in 
response to the court’s question, that he preferred to be tried without a jury and 
that he waived his right to a trial by jury. 
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‘‘Mr, Ahern, I think you have done very well by your client and 
defended him very ably, but I think under the circumstances there is 
nothing that anybody could have done.’’ [Emphasis supplied.] 


We think this reflects error requiring reversal. 

In Tatum v. United States we said, ‘‘ When lack of mental capacity is raised as 
a defense to a charge of crime, the law accepts the general experience of mankind 
and presumes that all people, including those accused of crime, are sane.’’& So 
long as this presumption prevails, the prosecution is not required to prove the 
defendant’s sanity. But ‘‘as soon as ‘some evidence of mental disorder is intro- 
duced, * * * sanity, like any other fact, must be proved as part of the prosecu- 
tion’s case beyond a reasonable doubt.’ ’’? Here it appears that the trial judge 
recognized this rule but failed to find ‘‘some evidence.’’ We hold that the court 
erred and that the requirement of ‘‘some evidence’’ was satisfied.8 

In Tatum we held that requirement satisfied by considerably less than is present 
here, Tatum claimed lack of memory concerning the critical events and three lay 
witnesses testified that he appeared to be in ‘‘more or less of a trance,’’ or 
‘‘abnormal,’’ but two psychiatrists testified that he was of ‘‘sound mind’’ both 
at the time of examination and at the time of the crime. Here, the psychiatric 
testimony was unequivocal that Durham was of unsound mind at the time of the 
crime. Dr. Gilbert, the only expert witness heard,® so stated at least four times. 
This crucial testimony is set out in the margin.1° Intensive questioning by the 

6 88 U.S.App.D.C. 386, 389, 190 F.2d 612, 615 (1951). 

788 U.S.App.D.C. at 389, 190 F.2d at 615, quoting GLUECK, MENTAL D1soRDER 
AND THE CRIMINAL LAw 41-42 (1925). 

8In its brief, the prosecution confounds the ‘‘some evidence’’ test with the 
‘‘evidence sufficient to create a reasonable doubt’’ test, despite our explanation in 
Tatum that the ‘‘ ‘evidence sufficient to create a reasonable doubt’ test’’ applies 
only after the issue has been raised by ‘‘some evidence’’ and the burden is already 
upon the Government to prove the defendant’s sanity beyond a reasonable doubt. 
88 U.S.App.D.C. at 390, 190 F.2d at 616. 

9Dr. Amino Perretti, who also examined Durham in connection with those 
proceedings and furnished an affidavit that Durham was of unsound mind, was 
unable to testify due to illness. 

10 (1) ‘*Q [Mr. Ahern]. As a result of those examinations did you reach a 
conclusion as to the sanity or insanity of the defendant? 

‘*A, Yes, I did arrive at an opinion as to his mental condition. 

‘*Q, And what is that opinion? 

‘*A, That he at that time was of unsound mind. 

‘*Q. Can you tell us what disorder he was suffering from, Doctor? 

‘*A, The report of this case at the time, as of October 9, 1951, I used the 
diagnosis of undifferentiated psychosis, but according to the record the diagnosis 
was at the time of commitment psychosis with psychopathic personality. 

oe * * * * 


‘¢Q, At that time were you able to make a determination as to how long this 
condition had existed? 

‘*A, According to the record I felt at the time that he had been in that atti- 
tude or mental disorder for a period of some few to several months.’’ 

(2) **Q [Mr. Ahern]. Directing your attention specifically to July 13, 1951, 
will you give us your opinion as to the mental condition of the defendant at that 
time? 

‘A, From my previous testimony and previous opinion, to repeat, it was my 
opinion that he had been of unsound mind from sometime not long after a pre- 
vious release from Saint Elizabeths Hospital [i.e., May 14, 1951].’’ — 

(3) ‘*‘Q [Mr. Ahern]. In any event, Doctor, is it your opinion that that 
period of insanity would have embraced the date July 13, 1951? 

‘¢A, Yes. My examination would antedate that; that is, the symptoms ob- 
tained, according to my examinations, included that—the symptoms of the mental 


disorder. 
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court failed to produce any retraction of Dr. Gilbert’s testimony that the ‘‘ period 
of insanity would have embraced the date July 13, 1951.’’ And though the prose- 
cution sought unsuccessfully in its cross- and recross-examination of Dr. Gilbert 
to establish that Durham was a malingerer who feigned insanity whenever he was 
trapped for his misdeeds, it failed to present any expert testimony to support this 
theory. In addition to Dr. Gilbert’s testimony, there was testimony by Durham’s 
mother to the effect that in the interval between his discharge from St. Elizabeths 
in May 1951, and the crime ‘‘he seemed afraid of people’’ and had urged her to 
put steel bars on his bedroom windows. 

Apparently the trial judge regarded this psychiatric testimony as ‘‘no testi- 
mony’’ on two grounds: (1) it did not adequately cover Durham’s condition on 
July 13, 1951, the date of the offense; and (2) it was not directed to Durham’s 
capacity to distinguish between right and wrong. We are unable to agree that 
for either of these reasons the psychiatric testimony could properly be considered 
‘*no testimony.’’ 

(1) Following Dr. Gilbert’s testimony that the condition in which he found 
Durham on September 3, 1951 was progressive and did not ‘‘arrive overnight,’’ 
Dr. Gilbert responded to a series of questions by the court: 


‘*Q [COURT]. Then is it reasonable to assume that it is not possible 
to determine how far this state of unsound mind had progressed by July 
13th? Isn’t that so? 

‘*A [DR. GILBERT]. As to the seriousness of the symptoms as com- 
pared with them and the time I observed him, that’s true, except that his 
travels were based, according to his statement to me, on certain of the 
symptoms and his leaving Washington, his giving up his job and work and 
leaving the work that he had tried to do. 

**Q. But you can’t tell, can you, how far those symptoms had progressed 
and become worse by the 13th of July? 

‘*A,. No, not how far they were, that is correct.’’ [Emphasis supplied. ] 


Thereafter, when the prosecutor on recross asked Dr. Gilbert whether he would 
change his opinion concerning Durham’s mental condition on July 13, 1951, if he 





**Q. Can you tell us what symptoms you found, Doctor? 

‘*A, Well, he was trying to work for a while, he stated, and while he was 
working at one of these People’s Drug Stores he began to hear false voices and 
suffer from hallucinations and believed that the other employees and others in 
the store talked about him, watched him, and the neighbors did the same, watching 
him from their windows, talking about him, and those symptoms continued and 
were present through the time that I examined him in September and October. 

. * * * * 


**Q [Mr. McLaughlin]. You were asked the specific question, Doctor, whether 
or not in your opinion on July 13, 1951, this defendant was of unsound mind and 
didn’t know the difference between right and wrong. Can you express an opinion 
as to that? 

‘*A, Yes. It is my opinion he was of unsound mind.’’ 

(4) **Q [Mr. McLaughlin]. Can you tell us—this is for my own information, 
I would like to know this—you say that this defendant, at the time you examined 
him in 1951 was of unsound mind and had been of unsound mind sometime prior 
to that; is that your statement? 

‘SA. Yes, air. 

‘¢Q. Can you tell us how long prior to that time he was of unsound mind? 

‘*A, Well, while he was working in People’s Drug Store the symptoms were 
present, and how long before that, I didn’t get the date of that. 

‘¢Q. When was he working in People’s Drug Store? 

* * * * + 


‘A, Sometime after his discharge from Saint Elizabeths Hospital. 
**Q. In 1947? 
‘A, Oh, no; 1951.’ 
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knew that Durham had been released from St. Elizabeths just two months before 
as being of sound mind, the court interrupted to say: ‘‘Just a minute. The 
Doctor testified in answer to my question that he doesn’t know and he can’t express 
a definite opinion as to his mental condition on the 13th of July.’’ This, we 
think, overlooks the witness’ unequivocal testimony on direct and cross-examina- 
tion,11 and misconceives what he had said in response to questioning by the court, 
namely, that certain symptoms of mental disorder antedated the crime, although 
it was impossible to say how far they had progressed. 

Moreover, any conclusion that there was ‘‘no testimony’’ regarding Durham’s 
mental condition at the time of the crime disregards the testimony of his mother. 
Her account of his behavior after his discharge from St. Elizabeths in May 1951 
was directly pertinent to the issue of his sanity at the time of the crime. 

(2) On re-direct examination, Dr. Gilbert was asked whether he would say that 
Durham ‘‘knew the difference between right and wrong on July 13, 1951; that is, 
his ability to distinguish between what was right and what was wrong.’’ He 
replied: ‘‘As I have stated before, if the question of the right and wrong were 
propounded to him he could give you the right answer.’’ Then the court inter- 
rupted to ask: 

‘*The Court. No, I don’t think that is the question, Doctor—not 
whether he could give a right answer to a question, but whether he, him- 
self, knew the difference between right and wrong in connection with 
governing his own actions. * * * If you are unable to answer, why, you 
can say 80; I mean, if you are unable to form an opinion. 

‘*The Witness. I can only answer this way: That I can’t tell how 
much the abnormal thinking and the abnormal experiences in the form of 
hallucinations and delusions—delusions of persecution—had to do with 
his anti-social behavior. 

‘*T don’t know how anyone can answer that question categorically, 
except as one’s experience leads him to know that most mental cases can 
give you a categorical answer of right and wrong, but what influence these 


symptoms have on abnormal behavior or antisocial behavior— 
‘*The Court. Well, your answer is that you are unable to form an 


opinion, is that it? 
‘¢The Witness. I would say that that is essentially true, for the reasons that 
I have given.’’ 
Later, when defense counsel sought elaboration from Dr, Gilbert on his answers 
relating to the ‘‘right and wrong’’ test, the court cut off the questioning with the 
admonition that ‘‘you have answered the question, Doctor.’’ 

The inability of the expert to give categorical assurance that Durham was 
unable to distinguish between right and wrong did not destroy the effect of his 
previous testimony that the period of Durham’s ‘‘insanity’’ embraced July 13, 
1951. It is plain from our decision in Tatum that this previous testimony was 
adequate to prevent the presumption of sanity from becoming conclusive and to 
place the burden of proving sanity upon the Government. None of the testimony 
before the court in Tatum was couched in terms of ‘‘right and wrong.’’ 

Finally, even assuming arguendo that the court, contrary to the plain meaning of 
its words, recognized that the prosecution had the burden of proving Durham’s 
sanity, there would still be a fatal error. For once the issue of insanity is raised 
by the introduction of ‘‘some evidence,’’ so that the presumption of sanity is no 
longer absolute, it is incumbent upon the trier of fact to weigh and consider ‘‘the 
whole evidence, including that supplied by the presumption of sanity * * * ’’ on 
the issue of ‘‘the capacity in law of the accused to commit’’ the crime.12 Here, 


11 See note 10, supra. 
12 Davis v. United States, 160 U.S. 469, 488 (1895). 
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manifestly, the court as the trier of fact did not and could not weigh ‘‘the whole 
evidence,’’ for it found there was ‘‘no testimony concerning the mental state’’ 
of Durham, 

For the foregoing reasons, the judgment is reversed and the case is remanded 
for a new trial. 


II 


It has been ably argued by counsel for Durham that the existing tests in the 
District of Columbia for determining criminal responsibility, i.e., the so-called 
right-wrong test supplemented by the irresistible impulse test, are not satisfactory 
criteria for determining criminal responsibility. We are urged to adopt a different 
test to be applied on the retrial of this case. This contention has behind it nearly 
a century of agitation for reform. 

A. The right-wrong test, approved in this jurisdiction in 1882,13 was the exclu- 
sive test of criminal responsibility in the District of Columbia until 1929 when we 
approved the irresistible impulse test as a supplementary test in Smith v. United 
States.14 The right-wrong test has its roots in England. There, by the first 
quarter of the eighteenth century, an accused escaped punishment if he could not 
distinguish ‘‘ good and evil,’’ i.e., if he ‘‘doth not know what he is doing, no more 
than * * * a wild beast.’’15 Later in the same century, the ‘‘wild beast’’ test 
was abandoned and ‘‘right and wrong’’ was substituted for ‘‘good and evil.’’ 16 
And toward the middle of the nineteenth century, the House of Lords in the famous 
M’Naghten case 17 restated what had become the accepted ‘‘right-wrong’’ test 18 
in a form which has since been followed, not only in England 19 but in most 
American jurisdictions 2° as an exclusive test of criminal responsibility: 


‘¢* * * the jurors ought to be told in all cases that every man is to be 
presumed to be sane, and to possess a sufficient degree of reason to be 
responsible for his crimes, until the contrary be proved to their satisfac- 


1812 D.C.Sup.Ct. (1 Mackey) 498, 550 (1882). The right-wrong test was 
reaffirmed in United States v. Lee, 15 D.C.Sup.Ct. (4 Mackey) 489, 496 (1886). 

1459 App.D.C. 144, 36 F.2d 548 (1929). 

15 GLUECK, MENTAL DISORDER AND THE CRIMINAL LAW 138-39 (1925), citing 
Rex v. Arnold, 16 How.St.Tr. 695, 764 (1724). 

167d. at 142-52, citing Earl Ferrer’s case, 19 How.St.Tr. 886 (1760). One 
writer has stated that these tests originated in England in the 13th or 14th 
century, when the law began to define insanity in terms of intellect for purposes 
of determining capacity to manage feudal estates. Comment, Lunacy and Idiocy— 
The Old Law and Its Incubus, 18 U. oF Cul. L.REv. 361 (1951). 

178 Eng.Rep. 718 (1843). 

18 HALL, PRINCIPLES OF CRIMINAL Law 480, n. 6 (1947). 

19 RoYAL COMMISSION ON CAPITAL PUNISHMENT 1949-1953 Report (Cmd. 
8932) 79 (1953) (hereinafter cited as RoyAL COMMISSION REPORT). 

20 Weihofen, The M’Naghten Rule in Its Present Day Setting, FEDERAL PRoBA- 
TION 8 (Sept. 1953); WEIHOFEN, INSANITY AS A DEFENSE IN CRIMINAL Law 15, 
64-68, 109-47 (1933); Leland v. Oregon, 343 U.S. 790, 800 (1952). 

‘*In five States the M’Naghten Rules have been in substance re-enacted by 
statute.’? RoyaL CoMMISSION Report 409; see, e.g., ‘‘Sec. 1120 of the [New 
York State] Penal Law [which] provides that a person is not excuscd from 
liability on the grounds of insanity, idiocy or imbecility, except upon prvof that 
at the time of the commission of the criminal act he was laboring under such a 
defect of reason as (1) not to know the nature and quality of the act he was 
doing or (2) not to know that the act was wrong.’’ Ploscowe, Suggested Changes 
in the New York Laws and Procedures Relating to the Criminally Insane and 
Mentally Defective Offenders, 43 J.Crim.L., CrrMINOLoGY & Police Sct. 312, 314 
(1952). 
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tion; and that, to establish a defence on the ground of insanity, it must 
be clearly proved that, at the time of the committing of the act, the party 
accused was labouring under such a defect of reason, from disease of the 
mind, as not to know the nature and quality of the act he was doing, or, 
if he did know it, that he did not know he was doing what was wrong.’?’ 21 


As early as 1838, Isaac Ray, one of the founders of the American Psychiatric 
Association, in his now classic MEDICAL JURISPRUDENCE OF INSANITY, called knowl- 
edge of right and wrong a ‘‘fallacious’’ test of criminal responsibility.22 This 
view has long since been substantiated by enormous developments in knowledge 
of mental life.23 In 1928 Mr. Justice Cardozo said to the New York Academy of 
Medicine: ‘‘ Everyone concedes that the present [legai] definition of insanity has 
little relation to the truths of mental life.’’ 24 

Medico-legal writers in large number,25 THE REPORT OF THE ROYAL COMMISSION 
ON CAPITAL PUNISHMENT 1949-1953,26 and THE PRELIMINARY REPORT BY THE 
COMMITTEE ON FORENSIC PSYCHIATRY OF THE GROUP FOR THE ADVANCEMENT OF 
PSYCHIATRY 27 present convincing evidence that the right-and-wrong test is ‘‘ based 


218 Eng.Rep. 718, 722 (1843). ‘*Today, Oregon is the only state that re- 
quires the accused, on a plea of insanity, to establish that defense beyond a 
reasonable doubt. Some twenty states, however, place the burden on the accused 
to establish his insanity by a preponderance of the evidence or some similar 
measure of persuasion.’’ Leland v. Oregon, supra note 20, at 798. Since Davis 
v. United States, 160 U.S, 469, 484 (1895), a contrary rule of procedure has been 
followed in the Federal courts. For example, in compliance with Davis, we held 
in Tatum v. United States, supra note 8 and text, ‘‘as soon as ‘some evidence 
of mental disorder is introduced, * * * sanity, like any other fact, must be 
proved as part of the prosecution’s case beyond a reasonable doubt.’ ’’ 

22 RAY, MEDICAL JURISPRUDENCE OF INSANITY 47 and 34 et seq. (1st ed. 1838). 
‘‘That the insane mind is not entirely deprived of this power of moral discern- 
ment, but in many subjects is perfectly rational, and displays the exercise of a 
sound and well balanced mind is one of those facts now so well established, that 
to question it would only betray the height of ignorance and presumption.’’ Id. 
at 32. 

23 See Zilboorg, Legal Aspects of Psychiatry in ONE HUNDRED YEARS OF AMERI- 
CAN PSYCHIATRY 1844-1944 507, 552 (1944). 

24 CARDOZO, WHAT MEDICINE CAN Do For THE Law 32 (1930). 

25 For a detailed bibliography on Insanity as a Defense to Crime, see 7 THE 
RECORD OF THE ASSOCIATION OF THE BAR OF THE CITY OF NEW YorRK 158-62 (1952). 
And see, ¢.g., ALEXANDER, THE CRIMINAL, THE JUDGE AND THE PUBLIC 70 et seq. 
(1931); Carpozo, WHAT MEDICINE CAN Do For THE Law 28 et seq. (1930); 
CLECKLEY, THE MASK or SANITY 491 et seg. (2d ed. 1950); DeEuTSCH, THE MEN- 
TALLY Int In AMERICA 389-417 (2d ed. 1949); GLUECK, MENTAL DISORDER AND 
THE CRIMINAL LAW (1925), CRIME AND JUSTICE 96 et seq. (1936); GUTTMACHER 
& WEIHOFEN, PSYCHIATRY AND THE LAW 218, 403-23 (1952); HALL, PRINCIPLES 
oF CRIMINAL LAW 477-538 (1947); MENNINGER, THE HUMAN MIND 450 (1937) ; 
Hall & Menninger, ‘‘ Psychiatry and the Law’’—A Dual Review, 38 IowA L.REv. 
687 (1953); OVERHOLSER, THE PSYCHIATRIST AND THE Law 41-43 (1953) ; 
OVERHOLSER & RICHMOND, HANDBOOK OF PSYCHIATRY 208-15 (1947); Ploscowe, 
Suggested Changes in the New York Laws and Procedures Relating to the Crimi- 
nally Insane and Mentally Defective Offenders, 43 J.Crim.L., CRIMINOLOGY & 
Pouice Sct. 312, 314 (1952); Ray, MEDICAL JURISPRUDENCE OF INSANITY (lst ed. 
1838) (4th ed. 1860); Reik, The Doe-Ray Correspondence: A Pioneer Collabora- 
tion in the Jurisprudence of Mental Disease, 63 YALE L.J. 183 (1953) ; WEIHOFEN, 
INSANITY AS A DEFENSE IN CRIMINAL Law (1933), The M’Naghten Rule in Its 
Present Day Setting, FEDERAL PROBATION 8 (Sept. 1953); Z1LBoorG, MIND, MEDI- 
CINE AND Man 246-97 (1943), Legal Aspects of Psychiatry, AMERICAN Psy- 
CHIATRY 1844-1944 507 (1944). 

26 RoyaAL CoMMISSION REPORT 73-129. 

27 The Committee on Forensic Psychiatry (whose report is hereinafter cited as 
Gap REporT) was composed of Drs. Philip Q. Roche, Frank 8. Curran, Lawrence 
Z. Freedman and Manfred 8. Guttmacher. They were assisted in their delibera- 
tions by leading psychiatrists, jurists, law professors, and legal practitioners. 
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on an entirely obsolete and misleading conception of the nature of insanity.’’ 28 
The science of psychiatry now recognizes that a man is an integrated personality 
and that reason, which is only one element in that personality, is not the sole 
determinant of his conduct. The right-wrong test, which considers knowledge or 
reason alone, is therefore an inadequate guide to mental responsibility for criminal 
behavior. As Professor Sheldon Glueck of the Harvard Law School points out in 
discussing the right-wrong tests, which he calls the knowledge tests: 


**Tt is evident that the knowledge tests unscientifically abstract out of 
the mental make-up but one phase or element of mental life, the cog- 
nitive, which, in this era of dynamic psychology, is beginning to be 
regarded as not the most important factor in conduct and its disorders. 
In brief, these tests proceed upon the following questionable assump- 
tions of an outworn era in psychiatry: (1) that lack of knowledge 
of the ‘nature or quality’ of an act (assuming the meaning of such 
terms to be clear), or incapacity to know right from wrong, is the 
sole or even the most important symptom of mental disorder; (2) that 
such knowledge is the sole instigator and guide of conduct, or at least the 
most important element therein, and consequently should be the sole 
criterion of responsibility when insanity is involved; and (3) that the 
capacity of knowing right from wrong can be completely intact and func- 
tioning perfectly even though a defendant is otherwise demonstrably of 
disordered mind.’’ 29 


Nine years ago we said: 


‘*The modern science of psychology * * * does not conceive that there 
is a separate little man in the top of one’s head called reason whose 
function it is to guide another unruly little man called instinct, emotion, 
or impulse in the way he should go.’’ 80 


By its misleading emphasis on the cognitive, the right-wrong test requires court 
and jury to rely upon what is, scientifically speaking, inadequate, and most often, 
invalid 81 and irrelevant testimony in determining criminal responsibility.32 


28 RoyaL CoMMISSION Report 80. 

29 Glueck, Psychiatry and the Criminal Law, 12 MenTAL Hyaiene 575, 580 
(1928), as quoted in DEurscH, THE MENTALLY ILL IN AMERICA 396 (2d ed. 1949) ; 
and see, ¢.g., MENNINGER, THE HuMAN Mrinp 450 (1937); GurTMACHER & WEI- 
HOFEN, PSYCHIATRY AND THE LAw 403-08 (1952). 

30 Holloway v. United States, 80 U.S.App.D.C. 3, 5, 148 F.2d 665, 667 (1945), 
cert. denied, 334 U.S. 852 (1948). 

More recently, the Royal Commission, after an exhaustive survey of legal, medi- 
eal and lay opinion in many Western countries, including England and the United 
States, made a similar finding. It reported: 

‘The gravamen of the charge against the M’Naghten Rules is that they 
are not in harmony with modern medical science, which, as we have seen, 
is reluctant to divide the mind into separate compartments—the intellect, 
the emotions and the will—but looks at it as a whole and considers that 
insanity distorts and impairs the action of the mind as a whole.’’ RoyaL 
CoMMISSION REporT 113. 


The Commission lends vivid support to this conclusion by pointing out that ‘‘It 
would be impossible to apply modern methods of care and treatment in mental 
hospitals, and at the same time to maintain order and discipline, if the great 
majority of the patients, even among the grossly insane, did not know what is 
forbidden by the rules and that, if they break them, they are liable to forfeit some 
privilege. Examination of a number of individual cases in which a verdict of 
guilty but insane [the nearest English equivalent of our acquittal by reason of 
insanity] was returned, and rightly returned, has convinced us that there are few 
indeed where the accused can truly be said not to have known that his act was 
wrong.’’ Id. at 103. 

31 See GUTTMACHER & WEIHOFEN, PSYCHIATRY AND THE Law 421, 422 (1952). 
The M’Naghten rules ‘‘ constitute not only an arbitrary restriction on vital medi- 
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The fundamental objection to the right-wrong test, however, is not that criminal 
irresponsibility is made to rest upon an inadequate, invalid or indeterminable 
symptom or manifestation, but that it is made to rest upon any particular symp- 
tom.83 In attempting to define insanity in terms of a symptom, the courts have 
assumed an impossible role,34 not merely one for which they have no special com- 
petence.35 As the Royal Commission emphasizes, it is dangerous ‘‘to abstract 
particular mental faculties, and to lay it down that unless these particular faculties 
are destroyed or gravely impaired, an accused person, whatever the nature of his 
mental disease, must be held to be criminally responsible * * * ’’?36 In this field 
of law as in others, the fact finder should be free to consider all information 
advanced by relevant scientific disciplines.87 

Despite demands in the name of scientific advances, this court refused to alter 
the right-wrong test at the turn of the century.38 But in 1929, we reconsidered 
in response to ‘‘the cry of scientific experts’’ and added the irresistible impulse 
test as a supplementary test for determining criminal responsibility. Without 
‘‘hesitation’’ we declared, in Smith v. United States, ‘‘it to be the law of this 





cal data, but also impose an improper onus of decision upon the expert witness. 
The Rules are unanswerable in that they have no consensus with established psy- 
chiatric criteria of symptomatic description save for the case of disturbed con- 
sciousness or of idiocy, * * *.’’ From statement by Dr. Philip Q. Roche, quoted 
id. at 407. See also United States v. Baldi, 192 F.2d 540, 567 (dissenting 
opinion) (3d Cir. 1951). 

32In a very recent case, the Supreme Court of New Mexico recognized the 
inadequacy of the right-wrong test, and adopted what it called an ‘‘extension of 
the M’Naghten Rules.’’ Under this extension, lack of knowledge of right and 
wrong is not essential for acquittal ‘‘if, by reason of disease of the mind, 
defendant has been deprived of or lost the power of his will * * *.’’ State v. 
White, No. 5724, decided May 12, 1954, 22 U.S.L. WEEK 2559. 

33 DEUTSCH, THE MENTALLY ILL IN AMERICA 400 (2d ed. 1949); Keedy, Irre- 
sistible Impulse as a Defense in Criminal Law, 100 U. or Pa.L.Rev. 956, 992 
(1952). 

34 Professor John Whitehorn of the Johns Hopkins Medical School, who recently 
prepared an informal memorandum on this subject for a Commission on Legal 
Psychiatry appointed by the Governor of Maryland, has said: ‘‘ Psychiatrists are 
challenged to set forth a crystal-clear statement of what constitutes insanity. It 
is impossible to express this adequately in words, alone, since such diagnostic 
judgments involve clinical skill and experience which cannot wholly be verbalized. 
* * * The medical profession would be baffled if asked to write into the legal 
code universally valid criteria for the diagnosis of the many types of psychotic 
illness which may seriously disturb a person’s responsibility, and even if this 
were attempted, the diagnostic criteria would have to be rewritten from time to 
time, with the progress of psychiatric knowledge.’’ Quoted in GUTTMACHER & 
WEIHOFEN, PSYCHIATRY AND THE Law 419-20 (1952). 

35‘¢ * * * the legal profession were invading the province of medicine, and 
attempting to install old exploded medical theories in the place of facts established 
in the progress of scientific knowledge.’’ State v. Pike, 49 N.H. (1 Shirley) 399, 
438 (1870). 

pA note ComMMISSION Report 114. And see State v. Jones, 50 N.H,. (2 Shirley) 
369, 392-93 (1871). ; 

87 Keedy, Irresistible Impulse as a Defense in Criminal Law, 100 U. or Pa.L. 
Rev. 956, 992-93 (1952). 

38 See, e.g., Taylor v. United States, 7 App.D.C. 27, 41-44 (1895), where we 
rejected ‘‘emotional insanity’’ as a defense, citing with approval the following 
from the trial court’s instruction to the jury: ‘‘Whatever may be the ery of 


scientific experts, the law does not recognize, but condemns the doctrine of emo- 
tional insanity—that a man may be sane up until a moment before he commits a 
crime, insane while he does it, and sane again soon afterwards. Such a doctrine 
would be dangerous in the extreme. The law does not recognize it; and a jury 
cannot without violating their oaths.’’ This position was emphatically reaffirmed 
in Snell v. United States, 16 App.D.C. 501, 524 (1900). 
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District that, in cases where insanity is interposed as a defense, and the facts are 
sufficient to call for the application of the rule of irresistible impulse, the jury 
should be so charged.’’ 89 We said: 


‘«* * * The modern doctrine is that the degree of insanity which will 
relieve the accused of the consequences of a criminal act must be such as 
to create in his mind an uncontrollable impulse to commit the offense 
charged. This impulse must be such as to override the reason and judg- 
ment and obliterate the sense of right and wrong to the extent that the 
aceused is deprived of the power to choose between right and wrong. The 
mere ability to distinguish right from wrong is no longer the correct test 
either in civil or criminal cases, where the defense of insanity is inter- 
posed. The accepted rule in this day and age, with the great advance- 
ment in medical science as an enlightening influence on this subject, is 
that the accused must be capable, not only of distinguishing between 
right and wrong, but that he was not impelled to do the act by an irre- 
sistible impulse, which means before it will justify a verdict of acquittal 
that his reasoning powers were so far dethroned by his diseased mental 
condition as to deprive him of the will power to resist the insane impulse 
to perpetrate the deed, though knowing it to be wrong.’’ 40 
As we have already indicated, this has since been the test in the District. 
Although the Smith case did not abandon the right-wrong test, it did liberate 
the fact finder from exclusive reliance upon that discredited criterion by allowing 
the jury to inquire also whether the accused suffered from an undefined ‘‘ diseased 
mental condition [which] deprive[d] him of the will power to resist the insane 
impulse * * *,’’41 The term ‘‘irresistible impulse,’’? however, carries the mis- 
leading implication that ‘‘diseased mental condition[s]’’ produce only sudden, 
momentary or spontaneous inclinations to commit unlawful acts.42 As the Royal 


Commission found: 

‘¢ * * * Tn many cases * * * this is not true at all. The sufferer from 
[melancholia, for example] experiences a change of mood which alters the 
whole of his existence. He may believe, for instance, that a future of such 
degradation and misery awaits both him and his family that death for 
all is a less dreadful alternative. Even the thought that the acts he con- 
templates are murder and suicide pales into insignificance in contrast with 
what he otherwise expects. The criminal act, in such circumstances, may 
be the reverse of impulsive. It may be coolly and carefully prepared; 
yet it is still the act of a madman. This is merely an illustration; 
similar states of mind are likely to lie behind the criminal act when 
murders are committed by persons suffering from schizophrenia or para- 
noid psychoses due to disease of the brain.’’ 4% 


39 59 App.D.C. 144, 146, 36 F.2d 548, 550 (1929). 

4059 App.D.C. at 145, 36 F.2d at 549. 

4159 App.D.C., at 145, 36 F.2d at 549. 

42 Impulse, as defined by WEBSTER’s NEW INTERNATIONAL DICTIONARY (2d ed. 
1950), is: 

“1! Act of impelling, or driving onward with sudden force; impulsion, esp., 
force so communicated as to produce motion suddenly, or immediately * * *. 

‘¢2, An incitement of the mind or spirit, esp. in the form of an abrupt and 
vivid suggestion, prompting some unpremeditated action or leading to unforeseen 
knowledge or insight; a spontaneous inclination * * *. J 

‘<3, * * * motion produced by a sudden or momentary force * * *.’? [Emphasis 
supplied. ] 48 

43 RoyAL CoMMISSION REPorT 110; for additional comment on the irresistible 
impulse test, see GLUECK, CRIME AND JusTicE 101-03 (1936); GuTTMacHER & 
WEIHOFEN, PSYCHIATRY AND THE Law 410-12 (1952); Hatt, GENERAL PRIN- 
CIPLES oF CRIMINAL Law 505-26 (1947) ; Keedy, Irresistible Impulse as a Defense 
in Criminal Law, 100 U. or Pa.L.REv. 956 (1952); WeERTHAM, THE SHOW OF 
VIOLENCE 14 (1949). 3) ‘ . 

The New Mexico Supreme Court in recently adopting a broader criminal insanity 
rule (note 32, supra) observed: ‘‘ * * * insanity takes the form of the personality 
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We find that as an exclusive criterion the right-wrong test is inadequate in 
that (a) it does not take sufficient account of psychic realities and scientific 
knowledge, and (b) it is based upon one symptom and so cannot validly be applied 
in all circumstances. We find that the ‘‘irresistible impulse’’ test is also inadequate 
in that it gives no recognition to mental illness characterized by brooding and 
reflection and so relegates acts caused by such illness to the application of the 
inadequate right-wrong test. We conclude that a broader test should be adopted.+4 

B. In the District of Columbia, the formulation of tests of criminal responsi- 
bility is entrusted to the courts 45 and, in adopting a new test, we invoke our 
inherent power to make the change prospectively.4é 

The rule we now hold must be applied on the retrial of this case and in future 
eases is not unlike that. followed by the New Hampshire court since 1870.47 It 
is simply that an accused is not criminally responsible if his unlawful act was 
the product of mental disease or mental defect.48 

We use ‘‘disease’’ in the sense of a condition which is considered capable of 
either improving or deteriorating. We use ‘‘defect’’ in the sense of a condition 
which is not considered capable of either improving or deteriorating and which 
may be either congenital, or the result of injury, or the residual effect of a 
physical or mental disease. 

Whenever there is ‘‘some evidence’’ that the accused suffered from a diseased 
or defective mental condition at the time the unlawful act was committed, the trial 
court must provide the jury with guides for determining whether the accused can 
be held criminally responsible. We do not, and indeed could not, formulate an 





of the individual and, if his tendency is toward depression, his wrongful act may 
come at the conclusion of a period of complete lethargy, thoroughly devoid of 
excitement.’’ 

44 ‘* As we recently said, * * * former common law should not be followed where 
changes in conditions have made it obsolete. We have never hesitated to exercise 
the usual judicial function of revising and enlarging the common law.’’ Linkins 
v. Protestant Episcopal Cathedral Foundation, 87 U.S.App.D.C. 351, 355, 187 
F.2d 357, 361 (1950). Cf. Funk v. United States, 290 U.S. 371, 381-82 (1933). 

45 Congress, like most State legislatures, has never undertaken to define insanity 
in this connection, although it recognizes the fact that an accused may be acquitted 
by reason of insanity. See D. C. Copg § 24-301 (1951). And as this court made 
clear in Hill v. United States, Congress has left no doubt that ‘‘common-law 
procedure, in all matters relating to crime * * * still continues in force here in all 
cases except where special provision is made by statute to the exclusion of the 
common-law procedure.’’ 22 App. D.C. 395, 401 (1903), and statutes cited therein ; 
Linkins v. Protestant Episcopal Cathedral Foundation, 87 U.S.App.D.C. at 354-55, 
187 F.2d at 360-61; and see Fisher v. United States, 328 U. 8. 463 (1946). 

46 See Great Northern Ry. v. Sunburst Co., 287 U.S. 358 (1932); National Labor 
Relations Board v. Guy F. Atkinson Co., 195 F.2d 141, 148 (9th Cir. 1952) ; Con- 
curring opinion of Judge Frank in Aero Spark Plug Co. v. B. G. Corporation, 130 
F.2d 290, 298, and n. 24 (2d Cir. 1942); Warring v. Colpoys, 74 App.D.C. 303, 

, 122 F.2d 642, 645 (1941); Moore & Oglebay, The Supreme Court, Stare 
Decisis and Law of the Case, 21 Texas L.Rev. 514, 535 (1943); Carpenter, 
Court Decisions and the Common Law, 17 Cou.L.Rev. 593, 606-07 (1917). But 
see von Moschzisker, Stare Decisis in Courts of Last Resort, 37 Harv. L.Rev. 409, 
426 (1924). Our approach is similar to that of the Supreme Court of California 
in People v. Maughs, 149 Cal. 253, 86 P. 187, 191 (1906), where the court 
prospectively invalidated a previously accepted instruction, saying: 

‘¢ * * * we think the time has come to say that in all future cases which 
shall arise, and where, after this warning, this instruction shall be given, 
this court will hold the giving of it to be so prejudicial to the rights of a 
defendant, secured to him by our Constitution and laws, as to call for the 
reversal of any judgment which may be rendered against him.’’ 

47 State v. Pike, 49 N.H. (1 Shirley) 399 (1870). 

48 Cf. State v. Jones, 50 N.H. (2 Shirley) 369, 398 (1871). 
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instruction which would be either appropriate or binding in all cases. But under 
the rule now announced, any instruction should in some way convey to the jury 
the sense and substance of the following: If you the jury believe beyond a reason- 
able doubt that the accused was not suffering from a diseased or defective mental 
condition at the time he committed the criminal act charged, you may find him 
guilty. If you believe he was suffering from a diseased or defective mental condi- 
tion when he committed the act, but believe beyond a reasonable doubt that the 
act was not the product of such mental abnormality, you may find him guilty. 
Unless you believe beyond a reasonable doubt either that he was not suffering from 
a diseased or defective mental condition, or that the act was not the product of 
such abnormality, you must find the accused not guilty by reason of insanity. 
Thus your task would not be completed upon finding, if you did find, that the 
accused suffered from a mental disease or defect. He would still be responsible 
for his unlawful act if there was no causal connection between such mental 
abnormality and the act.49 These questions must be determined by you from the 
facts which you find to be fairly deducible from the testimony and the evidence 
in this case.5° 

The questions of fact under the test we now lay down are as capable of de- 
termination by the jury as, for example, the questions juries must determine upon 
a claim of total disability under a policy of insurance where the state of medical 
knowledge concerning the disease involved, and its effects, is obscure or in conflict. 
In such cases, the jury is not required to depend on arbitrarily selected 
‘*symptoms, phases or manifestations’’51 of the disease as criteria for deter- 
mining the ultimate questions of fact upon which the claim depends. Similarly, 
upon a claim of criminal irresponsibility, the jury will not be required to rely on 
such symptoms as criteria for determining the ultimate question of fact upon 
which such claim depends. Testimony as to such ‘‘symptoms, phases or mani- 
festations,’’ along with other relevant evidence, will go to the jury upon the 
ultimate questions of fact which it alone can finally determine. Whatever the 
state of psychiatry, the psychiatrist will be permitted to carry out his principal 
court function which, as we noted in Holloway, ‘‘is to inform the jury of the 
character of [the accused’s] mental disease [or defect].’’52 The jury’s range of 
inquiry will not be limited to, but may include, for example, whether an accused, 
who suffered from a mental disease or defect, did not know the difference between 
right and wrong, acted under the compulsion of an irresistible impulse, or had 
‘*been deprived of or lost the power of his will * * *.’’ 53 


49‘‘There is no a priori reason why every person suffering from any form of 
mental abnormality or disease, or from any particular kind of mental disease, should 
be treated by the law as not answerable for any criminal offence which he may 
commit, and be exempted from conviction and punishment. Mental abnormalities 
vary infinitely in their nature and intensity and in their effects on the character and 
conduct of those who suffer from them. Where a person suffering from a mental 
abnormality commits a crime, there must always be some likelihood that the 
abnormality has played some part in the causation of the crime; and generally 
speaking, the graver the abnormality, * * * the more probable it must be that 
there is a causal connection between them. But the closeness of this connection 
will be shown by the facts brought in evidence in individual cases and cannot be 
decided on the basis of any general medical principle.’’ RoyaL CoMMISSION 
ReporT 99. 

50 The court may always, of course, if it deems it advisable for the assistance of 
the jury, point out particular areas of agreement and conflict in the expert testi- 
mony in each case, just as it ordinarily does in summing up any other testimony. 

51 State v. Jones, 50 N.H. (2 Shirley) 368, 398 (1871). 

52 80 U.S.App.D.C. 3, 5, 148 F.2d 665, 667 (1945). 

53 State v. White, see n. 32, supra. 
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Finally, in leaving the determination of the ultimate question of fact to the 
jury, we permit it to perform its traditional function which, as we said in 
Holloway, is to apply ‘‘our inherited ideas of moral responsibility to indi- 
viduals prosecuted for crime * * *.’’5¢ Juries will continue to make moral 
judgments, still operating under the fundamental precept that ‘‘Our collective 
conscience does not allow punishment where it cannot impose blame.’’55 But 
in making such judgments, they will be guided by wider horizons of knowledge 
concerning mental life. The question will be simply whether the accused acted 
because of a mental disorder, and not whether he displayed particular symp- 
toms which medical science has long recognized do not necessarily, or even 
typically, accompany even the most serious mental disorder.5é 

The legal and moral traditions of the western world require that those who, 
of their own free will and with evil intent (sometimes called mens rea), commit 
acts which violate the law, shall be criminally responsible for those acts. Our 
traditions also require that where such acts stem from and are the product of a 
mental disease or defect as those terms are used herein, moral blame shall not 
attach, and hence there will not be criminal responsibility.57 The rule we state 
in this opinion is designed to meet these requirements. 


Reversed and remanded for a new trial. 


5480 U.S.App.D.C. at 5, 148 F.2d at 667. 

55 80 U.S.App.D.C. at 4-5, 148 F.2d at 666-67. 

56 See text, supra, pp. 311-13. 

57 An accused person who is acquitted by reason of insanity is presumed to be 
insane, Orencia v. Overholser, 82 U.S.App.D.C. 285, 163 F.2d 763 (1947); Barry 
v. White, 62 App.D.C. 69, 64 F.2d 707 (1933), and may be committed for an 


indefinite period to a ‘‘hospital for the insane.’’ D. C. Cop § 24-301 (1951). 

We think that even where there has been a specific finding that the accused was 
competent to stand trial and to assist in his own defense, the court would be well 
advised to invoke this Code provision so that the accused may be confined as long 
as ‘‘the Public Safety and * * * [his] welfare’’ require. Barry v. White, 62 
App.D.C. at 71, 64 F.2d at 709. 
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MorTIVATION AND PersoNnauity. By A. H. Maslow. New York, Harper 
and Brothers, 1954. pp. xiv + 411. 


Most of us who are students of psychology from time to time experi- 
ence deep misgivings about the status and development of our science. 
Much of the writing in the field is a statement in other terms of prin- 
ciples often stated before. Research is all too frequently a substantia- 
tion of the obvious or a demonstration of virtuosity in technique 
applied to problems of little meaning. Most disturbing of all, that 
which has been discovered or claimed as a discovery is strangely feeble 
in the presence of urgent and vexing problems of human life: educa- 
tion, human relations, personal happiness, general health remain little 
affected by the science which should contribute most to them. This 
situation in the case of an area of study which actually and by impli- 
cation promised so much for mankind baffles the intellect and frustrates 
the most basic longings of the sincere scientist, especially if he has 
strong humanistic tendencies. 

I first taught a course in mental hygiene in the Duke University 
summer school of 1932. I was then pursuing advanced graduate study 
at Duke under the guidance of William McDougall, William A. 
Brownell, William Stern, Donald Adams, Karl Zener, Howard Easley, 
J. B. Rhine, and others of the Duke staff of that day. These men 
represented the major schools of psychology in all their variety which 
were then at the height of their intensity. The private discussion 
sessions of graduate students were, to say the least, interesting for they 
reflected the hopes, fears, and deep doubts of these young men who 
had dedicated themselves to psychology as a science. There was an 
underlying uneasiness (which in many cases has probably lingered 
these twenty-odd intervening years) that there was something seri- 
ously wrong with psychology, that for some reason or group of reasons 
it was off on the wrong foot. I have taught one or more courses in 
mental hygiene and related subjects at the college and university level 
each year since that time. 

These personal things are mentioned because these factors, includ- 
ing a steadily developing frame of mind and a continuing sense of 
something wrong, were the background from which A. H. Maslow’s 
Motivation and Personality was examined In my judgment, this book 
is the most important volume I have seen in this field in a good ten 
years or longer. Although many of the ideas in some of the chapters 
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have previously appeared in the journal literature under the author- 
ship of Maslow and his associates, and related ideas have been develop- 
ing for many years, the book presents a coherent theory with some 
substantiating research of utmost significance. 

As the title indicates, the core of the book is Maslow’s theory of 
human motivation and the meaning of that theory for personality, 
especially for the development of healthy personality. The volume 
is, therefore, an excellent treatise on mental hygiene. It should be 
an extremely useful text for upper division and graduate courses on 
personality and mental health, especially because of its happy com- 
bination of clarity, depth, and suggestiveness. 

How does the author tackle this vital subject? First, there are 
two very hard-hitting chapters on the nature of science as it relates 
to the very special subject called ‘‘psychology.’’ The third chapter 
contends persuasively for a ‘‘holistic-dynamic theory’’ as the most 
productive approach to the study of personality. Chapters IV, V, and 
VI state Maslow’s facinating theory of motivation, including his sug- 
gestive conception of the hierarchal organization of the basic human 
needs and the central aspects of need gratification. Chapters VII to 
XVII discuss the implications of this theory for personality organi- 
zation and health. Chapters XII (‘‘Self-Actualizing People: A Study 
of Psychological Health’’) and XVI (‘‘Psychotherapy, Health, and 
Motivation’’) are two of the finest chapters on mental hygiene I have 
seen in more than twenty years of steady reading on the subject. 
Finally, Chapter XVIII entitled ‘‘ Toward a Positive Psychology’’ (and 
the Appendix) offers very stimulating suggestions for a more reward- 
ing approach to the study of psychology. The author believes that 
the whole field has been tragically limited and distorted by a predomi- 
nant preoccupation with pathology to the neglect of the nature of 
healthy function. 

Are there no criticisms of the book? Three may be mentioned: (1) 
As the author so honestly states in his preface, the book is incomplete: 


I must warn the reader that this book presents only a portion of the 
systematic psychology I have prepared. As it stands, it presents too rosy 
and optimistic a picture of human nature. Particularly conspicuous is 
the omission of a chapter on the limitations imposed on individual basic- 
need-gratification by the fact that other individuals also have legitimate 
needs. I had planned to discuss in this chapter the problems of dis- 
cipline, enculturation, harmful permissiveness, and the strengthening 
effects of delay and of frustration, conflict, and deprivation. I had also 
planned chapters on the problem of evil, and on the nature of psychologi- 
eal illness. If these chapters had been finished in time, the picture of 
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human nature presented in this book would have been much more inclu- 
sive and realistic. (pp. xiii-xiv) 


But surely such completeness is a high level of aspiration for this 
complex subject. It is good to hope a second volume will follow 
before too long. 

(2) It seems to me the author has allowed the ‘‘bath water’’ of 
much that has composed organized religion in the history of man to 
obscure for him and his excellent theory the ‘‘baby’’ that is the essence 
of a high spiritual religion at its best. The author is in no sense 
antagonistic to religion and spiritual values but may have a small 
blind spot for their more creative potential for personality growth and 
health. 

(3) Many will feel that the book is too theoretical—that its author 
is too free to hypothesize. He does often go far beyond the generaliza- 
tion warranted by research already done. Nearly every page states 
one or more hypotheses that need to be tested. To me this is one of 
the great strengths of the book, but others will condemn this venture- 
some tendency. 

The style of the book is fresh and makes for pleasant reading. There 
is a good bibliography and index. The book is highly recommended 
to all serious students of personality and mental hygiene. 

Perhaps it should be added that Maslow is severely critical of much 
of the behavior, approach, and attitude of the current psychological 
fraternity, and hence many of his colleagues may find his book dis- 
tasteful medicine. 

E. V. Punuias 

George Pepperdine College 

Los Angeles, Calif. 


THe Cuitp, His PARENTS AND THE Nurse. By Florence G. Blake. 
Philadelphia, J. B. Lippincott Co., 1954. 440 p. 


Miss Blake is associate professor of nursing education in the 
nursing care of children at the University of Chicago. She has written 
a unique book. It deals comprehensively with human relationships 
of significance in a branch of nursing: pediatric care. The concepts 
from which the author draws her conclusions are taken from Freudian 
psychoanalytic theory. The approach is by way of the successive 
stages of the development of normal personality, with pertinent physi- 
ological material included. 

The book is written interestingly, with didactic and case material 
interspersed. Technical content is documented, technical terminology 
explained. Of the nine parts into which the book is divided, sections 
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two to nine cover the developmental stages from the prenatal period 
through adolescence. Each part is further subdivided under head- 
ings which indicate developmental factors of outstanding importance 
to the growth and development of the child. ‘‘Questions to Guide 
Observation’’ and reference lists are appended to the major sections, 
and there is a comprehensive index to the book as a whole. 

The first section, ‘‘The Nurse’s Role in Preventive Mental Health 
Programs of the Future,’’ carries a title broader in scope than its con- 
tents justify, since it is limited to the mental health role of the nurse 
working with children. Many nurse educators would disagree, too, 
with the author’s opinion that a prolonged period of pre-clinical educa- 
tion should precede the assignment of students to the care of patients. 
In a number of progressive programs of nursing education, students 
are learning early in their training to establish therapeutic relation- 
ships with patients during the course of carefully guided, actual ex- 
periences with patients. 

Another possible limitation of this book is that it emphasizes one- 
to-one relationships to the point of neglecting the effects of group 
interaction in the home, school, and hospital. And although cultural 
factors in development are given some recognition, the child with 
whom the author is concerned is a member of a small, middle-class 
family of Anglo-American background. 

Essentially, the book analyzes the emotional needs of children and 
their parents, and offers suggestions as to how the nurse may best meet 
these needs. Key statements which indicate the needs are italicized 
throughout the text. The numerous suggestions for the nurse’s prac- 
tice would, if put into effect, revolutionize and humanize the care of 
sick children. Their care would be planned and carried out so as 
to further their development as persons, rather than to serve the needs 
and interests of the adults who are responsible for them in hospital, 
home, and school. 

The needs of the adults are fully recognized, however, and consid- 
ered with understanding. The rich variety of ideas which this book 
has to offer will be of value to parents and to students in medicine, 
social work, and teaching, as well as in nursing. They will serve as 
a guide not only toward intellectual understanding of children, but 
also toward the achievement of increased satisfaction in working, 
playing, and living with children. 

KATHLEEN BLAcK 

National League for Nursing 

New York City 
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Tue PsycHoaNnaLytic Stupy or THE CHILD. Edited by Ruth S. 
Eissler and others. Vol. IX. New York, International Univer- 
sities Press, 1954. 369 p. 

Those of us who heard Anna Freud’s lecture at the New York 
Academy of Medicine have to clarify the title, for in ‘‘ Psychoanalysis 
and Education’’ education was interpreted in its broadest sense as 
a child’s early training. This antedates, of course, the so-called for- 
mal education in the three R’s, and as a result a re-definition of the 
title was in order. In actuality, Anna Freud’s lecture was a review 
of the contemporary summation of Freudian psychology. The strik- 
ing notes were centered around the element of self-control, that is, 
of the mature superego as an ally of character rather than the super- 
ego as a tyrannical source of frustration. To the reviewer the fact 
that frustration is an unavoidable part of life, and that maturation 
of the ego is dependent upon its ability to cope with tlis inevitable 
element and turn it into ego strength, highlighted the discussion. 
This thesis was broadly examined by many of our able therapists, and 
many old concepts were reviewed in the light of advancing knowledge. 
The panel was an extensive one, and I am sure that those who have 
followed the literature closely met old friends. 

Among the panel members, Lewin and Greenacre especially had 
novel contributions to the ‘‘Problem of Infantile Neurosis.’’ We 
were impressed with Greenacre’s concept of two dynamic levels func- 
tioning at the same time, sometimes concomitantly and sometimes 
antipathetically. This appeared to correlate with the id level of ac- 
tivity and the later ego-superego contributions. Biologically it fits in 
with the concept of action on an automatic level and that on a higher 
evolutionary level of complex and more voluntarily controlled prac- 
tices and procedures. These two opening chapters in themselves 
would be a noteworthy monograph. 

There were many interesting papers by Jacobson, Kramer, Mittel- 
mann, Peller, Stevenson, Fraiberg, Bonnard, Sperling, Hellman, and 
the Planks under the caption of ‘‘Problems of Normal and Pathologi- 
cal Development.’’ Bela Mittelmann’s evaluation of motility in the 
human being has expanded a field which up to the present has been 
touched upon lightly. His emphasis upon its significance is cer- 
tainly a valuable contribution. Sperling is most helpful to our efforts 
to understand early normal maturation and incipient pathology in 
his article called ‘‘An Imaginary Companion.’’ The complexity of 
intellectual inhibitions is illustrated by Hellman’s chapter, and 
the paucity of our knowledge of the emotional components in arith- 
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metical learning is brought home to us by the Planks in their paper 
entitled ‘‘ Arithmetical Learning.’’ 

Buxbaum’s evaluation of technique is a critical and workmanlike 
review of our current handling of the family and our patients with 
the varied methods of approach. She particularly evaluates therapy 
differences between the pre-oedipal and post-oedipal pathology. The 
symposium is concluded by some observations on therapy in a thera- 
peutic center by Alpert and the challenge of differential diagnosis 
between the borderline and the psychotic child by Ekstein and 
Wallerstein. 

In this volume we have another valuable addition to the ever-chang- 
ing growth of therapy and investigation in the study of the normal 
and the deviant child. 

Epwarp Liss, M.D. 

New York City 


Laven AND Cry: Your Emotions anp How Tuey Worx. By Jerrold 
Beim. Illustrated by Ray Campbell. New York, Morrow Junior 
Books, 1955. 47 p. 


When this publication was considered for review it was believed 
that it would be interesting to have it appraised by a representative 


of the audience for whom it was intended. I therefore had my ten- 
year-old son read it and write the review that follows. 

As a ten-year-old, he expressed serious dissatisfaction with the size 
of the publication because he stated that a boy his age was able to 
read bigger books. Apparently he felt that its small size seemed to 
have some implication about the limited reading ability or span of 
attention of a ten-year-old. Only after I pointed out that just a 
limited number of pages were required for the book, since it was a 
specialized one, would he agree to read it. 

This publication appears to be an interesting educational device to 
the mental health educator. It is valuable for both parents and chil- 
dren to use in recognizing the nature of emotions and the part they 
play in the adjustment of people. The contents are sound and pro- 
vide factual information about the development of emotions and their 
physiological effects. The book does not set out to alter behavior nor 
to make people better able to handle their emotional displays. For 
children who are curious about why and how things take place, this 
publication will give accurate information about typical emotional 
stimuli and reactions. 

It can be recommended for wide use. Its contents are such that 
they will not add to the concern of people who tend to be anxious 
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about their children’s behavior. The book does not stress any specific 
child-care practices, nor does it set up a chart of developmental stand- 
ards by which the emotional growth of children can be judged. 
How the book was evaluated by one young reader is printed below. 
EpwarpD LINZER 


New York City 


This book is very good in telling how you need emotions. 

The pictures are wonderfully illustrated and show just what the 
book is talking about. The way they use Dan, Bob, and Kathy, the 
children, to show the emotions is good. The one thing I thought could 
have been better was to have the book illustrated in color to show 
things they talk about like tense muscles and enlarged pupils of the 
eye during a emotion of anger. Besides that the book is very good 
and I think children 7 to 12 years of age would enjoy it. 

The book helped me understand how my emotions work. I en- 


joyed reading this book. 
STEPHEN LINZER 


FATHER RELATIONS OF WAR-BoRN CHILDREN. By Lois Meek Stolz and 
others. Stanford, Calif., Stanford University Press, 1954. 365 p. 


This is an investigation ‘‘to understand the role of the father in the 
development of children.’’ The work was done over a period of three 
years, 1949-1952, and was conducted in the department of psychology 
at Stanford University under a grant from the National Institute of 
Mental Health of the United States Public Health Service. A group 
of 19 families of war-separated fathers from their first-born children 
was studied. A second group of 19 families of non-separated fathers 
was used as a control. The families in the control group were com- 
parable in age, socio-economic status, and background to those of the 
father-separated group. 

The object of this study was to determine the effect on the child of 
its separation from the father and its subsequent responses to the 
returning father, the mother, the younger sibling, and to those about 
him; at the same time, to notice the reactions of the war-separated 
father to the resumption of his marital life and his new réle of father. 
In addition, the difference in the emotional development of the first- 
born as compared to that of the second child was investigated. The 
findings were obtained through father interviews, mother interviews, 
and observation of the children in groups and in projective play 
situations. 

The findings and material that were obtained through the several 
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studies of all the individuals concerned are compiled in a fairly scien- 
tific manner and they present evidence that is objective and irrefutable. 
There are a number of checks on the facts obtained. For example, the 
communications of the mothers were readily checked against the 
stories told by the fathers and the validity of the reports of both 
parents were finally tested by the reaction patterns and behavior of 
the child. The great value of this investigation is that it presents most 
illuminating data. Moreover, there is no attempt to draw abstractions 
or theoretical formulations from the studies. In a plain, matter-of-fact, 
substantial manner this monograph makes a contribution of vital evi- 
dence with regard to the origin of such difficulties as emanate soon 
after birth from the family set-up and are directly related to the 
absence of the father, his subsequent return, and the interplay of his 
character with that of the child. 

This research problem started with the hypotheses that ‘‘the father 
would have difficulties in adjusting to his first-born child after the war 
and his consequent attitude and behavior toward the child would 
affect adversely the development of the child.’’ The father was sepa- 
rated from the mother during her pregnancy and reunited when the 
child was about a year old. The fathers ‘‘were all students or faculty 
members of Stanford University’’ at the time of the study. The 19 
war-separated families had 35 children, 19 first-born and 16 second 
children born after the father’s return to the family. The children 
were of average or above average intelligence. There were 12 boys 
and seven girls among the first-born, and eight boys and eight girls 
among the second-born. The non-separated families were picked to 
match in almost the same number of offspring. 

The war-separated fathers experienced these difficulties : 


1. They reject their first-born children and ‘‘reject particularly 
traits about which in themselves they are ambivalent.’’ The 
father shows his rejection by annoyance and being distant. 

2. He has a higher self-rejection score than the non-separated father. 

3. He perceives himself as predominantly passive. 


The findings in the first-born children are fairly clear-cut. They 
show the following which were not present in the first-born of the non- 
separated families: 


1. Manifest anxieties and fears. 
. Difficult relations with other children and siblings. 
. Inability to be free with adults. 
. An inhibition of aggressive drives. 
. Detachment from their fathers. 
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Eating and elimination difficulties. 
Increased whining and thumb-sucking. 
Attachment to the mothers. 
. Prominence of character anomalies, such as submissiveness, defi- 
ance, unfriendliness, and lack of control of their emotions. 


The interpretation of the observed phenomena tends to stress the 
war-separated father’s role as the primary factor in the first-born’s 
adjustment. This theme is clearly outlined on page 323 in this state- 
ment: ‘‘Under normal conditions a man usually undertakes the réles 
of breadwinner, husband, and father sequentially, feeling some sense 
of adequacy in one before entering into the next. But for these men 
the tasks were telescoped in time, with consequent increase in strain. 
These men were in an anomalous position. They were husbands, but 
unsure of their relations with their wives and novices in the réle. They 
were fathers, but of unknown children whom they had seen only in 
pictures; they lacked any warm interpersonal relations with these 
children and were vague and uncertain of the réle of father. Finally, 
they were heads of families, without jobs, without training, and with 
only the faintest conceptions of what they wanted to do or how to go 
about making decisions. ”’ 

The father, therefore, found himself unable to quickly undertake 
all these new responsibilities. His insecurity and inexperience hur- 
riedly produced makeshift authoritative behavior in the form of over- 
disciplinary attitudes and other, both overt and covert, hostile pat- 
terns. The authors say: ‘‘. . . we are inclined to believe that the 
father-child relation has interfered in the child’s normal] development. 
The basic sense of trust which he obtained from his mother in the first 
year has been upset by his relations with his father. The difficulties 
of many of these children in establishing elimination control and the 
father’s severe punishment by hard spanking have perhaps built shame 
and doubt rather than a sense of autonomy in the children. These 
conflicts may be related to the repressed hostility in these children. 
Finally, the father’s authoritarian control of the child’s activities has 
probably tended to build guilt about the child’s own physical exuber- 
ance rather than to increase his sense of initiative.’’ 

The conclusions and the material elicited by the investigators of 
this report attempt to show that the child’s difficulties arose almost 
immediately upon the arrival of the father on the scene. They stress 
the father’s difficulty of adjustment and emphasize that he had to 
assume numerous roles all at once and therefore was unable to cope 
adequately with his responsibilities of being a father. The impression 
is given that all these factors in the father’s adjustment reacted upon 
the child and that these seemingly were the main operative forces to 
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produce the symptomatology and difficulties within the children. 
There is no doubt that the father’s adjustment with the child is impor- 
tant. It is clear that the children did manifest the above mentioned 
difficulties and disturbances. All these findings, in and of themselves, 
are most valuable. The authors have substantiated the fact that the 
child-father relationship is most vital in character-building. 

There has been a notable absence, however, of a delineation of the 
role of the mothers in the development of these first-born, war-separated 
children. One would get the feeling that the mothers played the usual 
role, that they in themselves were effective, that the whole malfeasance 
of the child-rearing came about with the arrival of the fathers upon 
the scene and that very little had transpired prior to that. With regard 
to the mothers’ behavior, the authors mention the following: ‘‘The 
mothers tend to evidence more worry than the fathers about every area 
of behavior except eating and relations with other children. In discuss- 
ing eating behavior, elimination behavior, and relations with other 
children, the wives show much greater insight into their first-borns’ 
behavior than their husbands do. Both war-separated parents agree 
that the mother feels closer to the first-born child. They both feel that 
the first-born feels closer to his mother than to his father. Both parents 
report that the father’s discipline of his first-born when he returned 
from war was severe, although the wife tends to minimize the severity 
of this discipline, perhaps out of loyalty to her spouse.”’ 

Stolz also says about the rearing of the children, ‘‘There were no 
significant differences in the methods of training used by the mothers 
in relation to organic needs although more war-separated children were 
breast-fed and elimination training was begun earlier with them. 
There was a tendency also for war-separated children to have more 
contacts with close relatives and fewer with children than the non- 
separated group. The development of the children in the two groups 
shows marked differences. In the areas of organic needs (eating, 
elimination, and sleeping) which are the foci of socialization during 
the pre-school years, the war-separated children have more serious 
problems. They also are less independent in eating and dressing. The 
war-separated children manifest more fears of a serious nature and 
have more overt expressions of tensions. According to the mothers’ 
reports the war-separated children have poorer relations with other 
children than the non-separated children.’’ On page 180, the authors 
conclude chapter 7 by saying, ‘‘In general, the findings confirm our 
belief that separations necessitated by war created an unusually close 
bond between the mothers left behind and their children born during 
the separation, but also induced difficulties between the fathers and 
the children after the latter returned from war, which difficulties 
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enhanced the closeness of the mother-child bond and kept the father 
relatively distant from his first-born child.’’ 

These observations about the mothers are rather sparse, with little 
attempt to glean the mothers’ subjective reactions to their husbands’ 
absence, taking the responsibility of being both mother and father to 
the child, the taxations put upon them, the insecurity they experi- 
enced, the envy of the non-separated mothers, the general feeling of 
‘‘being alone,’’ and the instinctual and affective frustrations. It is 
these very subjective reactions of the parent that play, by far, the 
most important réle in the character-building and the emotional 
security of the child. 

Yet the statements of chapter 7 show that the child is most signifi- 
cantly affected by the mother. The stronger bond to the mother and 
to relatives and elimination difficulties point to an insecurity of both 
the child and the mother. This predominant feature, i.e., mother-child 
relationship, however, is not stressed as the nuclear one in the whole 
family pattern. As a matter of fact, the authors devote two-hour 
interviews to the mother and five-hour interviews to the father, appar- 
ently because of their conviction that the father-child relationship is 
the crucial one. 

It is true that a great many of the inadequacies of the child appeared 
upon the arrival of the father. His entry into the family constellation 
is an exciting factor in increasing the difficulties of the child. In this 
reviewer's opinion, it is not the primary cause of the child’s difficulties. 
The latter, if full investigation of the mother-child relationship were 
made, could be shown to result from subjective anxieties within the 
mother who had to cope alone with the whole parental support of the 
child which is regularly shared by both parents. That this must neces- 
sarily be the truth is borne out by psychoanalytic clinical studies of 
patients brought up as children by widowed or divorced mothers. 

This study is on father relations of war-born children. Perhaps the 
authors felt it unnecessary to bring out in detail the mother-child rela- 
tions. The subject, however, also indicates that the authors may have 
looked only in one direction and attempted to produce evidence to 
corroborate their original hypotheses. This may, in large part, be 
influenced by the rather dramatic course of events depicting the 
father’s heroic sacrifices, his homecoming, and precipitous adjustment 
to the family scene that catch the eye and our sympathetic imagina- 
tion. Another item of importance is that this study was undertaken 
after the father’s return, so that much of the emphasis of the conse- 
quent child-parent relationship must be focused on the post-father 
rather than the anti-father period. 

This book attempts to present its material in an objective, scientific 
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manner. There appears to be an obvious desire to disclose only fairly 
transparent, factual material, so that one might draw the conclusion 
that these revelations were not concocted theoretically. The authors, 
however, seem to overdo this and play up this style to a point where 
the report becomes at times rather tedious. There is repetitiousness 
and a tendency to emphasize innocuous details such as a minute descrip- 
tion of the dictating machine used in the recording of the interviews 
with the parents. 

This book, despite the above criticisms, has great merit and has dis- 
closed salient findings pointing to a disruption in the make-up of the 
first-born child in father-separated families. Although the authors 
have not pointed out the significance of the mother relationship to this 
same father-separated child, the disclosures of the greater bond between 
the mother and first-born separated child and the elimination and eat- 
ing difficulties of these children point to the fact that the mother 
probably did play the most prominent réle in influencing the deviation 
of behavior, character, and symptoms in these children. The disclosures 
of this study add another piece of evidence to the ‘‘environmental 
factors’’ as most significant determinants in the character and emo- 
tional difficulties of human beings. The families of war-separated 
fathers show that the ravages of war leave their most tragic imprint 


on helpless victims—children born to the warriors who couldn’t be 
there ‘‘to save them.’’ 


Morris D. RIEMER 
Brooklyn, N.Y. 


THE OrIGINsS oF PsycHo-ANALysis: Letters to Wilhelm Fliess, Drafts 
and Notes: 1887-1902, by Sigmund Freud. Edited by Marie Bona- 
parte, Anna Freud, and Ernst Kris. Authorized translation by 
Eric Mosbacher and James Strachey. New York, Basic Books, 
1954. 486 p. 

This fascinating volume contains 168 of Freud’s 284 letters to his 
amazing medical colleague, the mystical Berlin otolaryngologist, Wil- 
helm Fliess. The selection by the three editors—Marie Bonaparte, 
Anna Freud, and Ernst Kris—‘‘was made on the principle of making 
public everything relating to the writer’s scientific work and scientific 
interests and everything bearing on the social and political conditions 
in which psychoanalysis originated; and of omitting or abbreviating 
everything publication of which would be inconsistent with profes- 
sional or personal confidence.”’ 

The text of the letters is annotated with valuable editorial com- 
ments. The excellent introduction was written by Ernst Kris. The 
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final 90 pages of the volume are devoted to the reproduction of a 
previously unpublished manuscript to which Freud had given no title. 
It was written in 1895 and is the author’s bold and at times quite 
fantastic attempt to formulate physiological theories to explain all 
types of nervous system activity. 

This reviewer knows of no comparable revelation of the intellectual 
growth of an individual during a decade and a half (1887 to 1902). 
There is also revealed in this series of letters to Fliess the enormous 
fecundity of Freud’s genius and his unique dependence on inspiration 
as a method of work. Doubtless many great creative artists have been 
aware of premonitory signs of labor before giving birth to some great 
production, but few scientists have experienced this and few of them 
have relied so heavily on intuition. 

The letters throw a good deal of light on the unique association of 
Freud and Fliess. During the years of the correspondence, before 
Freud was surrounded by disciples, he was a scientific isolate. In one 
of the letters he refers to Fliess as his ‘‘indulgent audience’’ and adds 
‘‘without such a thing I cannot work.’’ As Kris observed, Freud’s 
‘‘overrating of Fliess’s personality and scientific importance corres- 
ponded to an inner need of his own.’’ Apparently, Fliess was 
extremely well versed in the then current biological and physiological 
knowledge. When Freud abandoned his quest of a physiological 
basis for all emotional and intellectual activity for a philosophical one, 
the dependence on his colleague was markedly diminished. 

Freud’s efforts to fit his clinical findings into Fliess’s mystical 
numerology and his bizarre theory of the nasal sexual reflex presents 
a fascinating demonstration of the difficulty of even a great mind in 
achieving scientific objectivity. The letters also give evidence of 
Freud’s own reckless formulations of theories. Happily, they also 
show the readiness with which he could abandon many of his bastard 
brain-children. From these letters one cannot escape the belief that 
Freud would himself have been disdainful of the attitude of sacredness 
with which certain of his slavish followers now view all his meta- 
psychological revelations. 

All in all, one must express his admiration and gratitude to the 
editors for making generally available this extraordinary source 
material. It is unfortunate that Fliess’s replies to Freud’s letters 
were not preserved, so that one could better understand this still some- 
what enigmatic figure and measure the extent that his criticisms 
modified Freud’s theories. However, if one of their series of letters 
was to be preserved, it is indeed fortunate that it was Sigmund Freud’s. 


MANFRED S. GuTTMACHER 
Baltimore, Md. 
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TREATMENT OF THE DELINQUENT ADOLESCENT. By Harris B. Peck and 
Virginia Bellsmith. New York, Family Service Association of 
America, 1954. 147 p. 


In Treatment of the Delinquent Adolescent, the authors draw on 
many years of experience to describe some of the problems and offer 
tentative solutions in this very difficult field. It is a contribution 
that should be of value primarily to workers in the field of juvenile 
delinquency who are already well-grounded in basic psychiatric 
concepts. It is written in clear and concise language that makes for easy 
reading. Throughout the book, clinical material is presented to illus- 
trate pertinent points. Portions of interviews taken from recordings 
are frequently quoted and serve to give the reader a feeling for the 
author’s approach to delinquents. 

The theoretical considerations regarding the etiology of delinquent 
behavior are discussed in the first chapter of the book. The rdle of 
early deprivation in producing hostile behavior is especially stressed. 
Beyond that the authors do little more than mention a few highlights. 
However, they do refer the interested reader to several other sources 
of material through footnotes and a brief, but excellent, bibliography 
at the end of the book. 

The most impressive aspect of the book to me was the manner in 
which the authors displayed their working knowledge of the prob- 
lems that confront a clinic dealing with juvenile delinquents. For 
example, in discussing planning for institutional care, they point out 
how this represents the final act of parental punishment and rejec- 
tion. They emphasize that even the most excellent placement leads 
to an exacerbation of symptoms and that during the planning period 
parental discord is intensified. In order to justify placement, the 
parents often almost deliberately provoke the child to further delin- 
quency and force him to carry the burden of their displaced guilt. 
The supportive value of the clinic worker’s relationship to the child 
is stressed and many realistic factors of placement cited. In dis- 
cussing problems of this sort, the authors continually strive, and quite 
successfully, to sharpen the focus not only in terms of the child’s 
dynamics but also in terms of the viewpoint of the parents, society, 
and other social agencies. 

Over half the book deals with the use of groups. These are not 
considered as a time-saving device but rather as attempts to reach 
individuals not accessible through individual treatment. The authors 
are obviously impressed by the value of group techniques and have 
applied them to all aspects of their work even including the intake 
process. They do not present any new theoretical concepts regard- 
ing group therapy but rather give a first-hand account of their experi- 
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ences in applying these methods to juvenile delinquents. They pre- 
sent a large amount cf clinical material here that is quite interesting, 
but at times repetitious. The material was sufficiently convincing to 
lead me to share in the authors’ enthusiasm for group therapy with 
adolescents and their parents. 

This book is not intended as an effort to exhaustively cover the 
problem of treatment of the delinquent. It is an authoritative account 
of the authors’ application of psychiatric principles in their work 
with adolescents. I would recommend it highly to any person with 
psychiatric training who anticipates being engaged in treating delin- 
quent adolescents or is now so engaged. 

Rosert W. Grsson 

Rockville, Maryland 





NOTES AND COMMENTS 


AID FOR THE MENTALLY RETARDED 


Congress took an important step last year in recognizing the needs 
of mentally retarded children by voting the National Institute of 
Neurological Diseases and Blindness an additional $500,000 to aug- 
ment its study of mental retardation. The National Institute of 
Mental Health received an additional $250,000 to expand its research 
and training programs on behalf of mentally retarded children. 

Congressman John E. Fogarty of Rhode Island, chairman of the 
House subcommittee on appropriations for the Department of Health, 
Education, and Welfare, spearheaded the move for additional funds 
for a broadened program on behalf of the mentally retarded. 

Though the Neurological Institute has not made any study of 
mentally retarded children as patients, some of its basic research bears 
on the problem. <A good part of the new funds will go for a study of 
the causes of brain damage and methods of prevention. 

NIMH is using its additional funds for studies on such topics as 
the relationship of pregnancy and birth difficulties to mental retarda- 
tion, diagnostic and case-finding techniques, and prenatal factors in 
mental retardation; for grants to professional personnel working with 
the mentally retarded; and for research on methods of preventing 
and handling mental retardation. 

Other federal agencies concerned with problems of the mentally 
retarded are the Children’s Bureau, which works with health axd wel- 
fare agencies in developing community services for the retarded, and 
the Office of Education, which collects and disseminates information 
on educational needs and services for all the various types of excep- 
tional children and provides consultative service on the preparation 
of teachers of exceptional children. 


New INstituTION NAMED FOR PROFESSOR JOHNSTONE 


The former Bordentown (N. J.) Manual Training School, slated to 
start operation in the spring as a training and research facility in 
mental deficiency, will bear the name of the late Prof. Edward R. 
Johnstone. Internationally known for his work in the field of mental 
deficiency, Professor Johnstone was assistant superintendent, super- 
intendent and executive director of the Vineland Training School 
from 1898 to 1944. 

The new institution will provide six main types of training for the 


mentally deficient : 
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. Work experience in a simulated factory. 

. Cooperative education in the community’s industries and farms. 

. Prevocational and vocational education. 

. Academic education for practical use in work and leisure-time activi- 
ties. 

. Family life education designed to eliminate deficient social char- 
acteristics. 

. Special training in self-help and self-care for middle-grade retardates 
aimed at preparing them for return to their families; for children 
having unusual potentials; and for specific groups such as deaf and 
blind deficients. 


DepicaTE MrentaL HEALTH PAVILION 


Short-term treatment of adult psychiatric patients, including psy- 
chotics, will be available in the new seven-floor $2,500,000 Jacob L. 
Reiss Mental Health Pavilion of St. Vincent’s Hospital, New York 
City, dedicated January 28. The clinic can care for 97 in-patients, 
with a maximum stay of three months, and an unspecified number of 
out-patients. 

Mayor Robert A. Wagner, Jr., pointed out at the dedicatory cere- 
monies that ‘‘increasingly we are all becoming aware that the ills 
of the body and those of the mind cannot be separated. We are 
coming to realize that the practice of modern medicine is not com- 
plete unless full recognition is given to the fact that so-called physical 
ills have their effects upon the patient’s emotions and behavior, and 
that emotional disturbances may in turn bring about or be reflected 
in physical disturbances.’’ 

Lt. Gov. George B. DeLuca, representing Governor Averell Harri- 
man, noted that ‘‘mental illness in its most serious form touches one 
family in every four.’’ He said the state mental hospitals now have 
a total of 116,000 patients and that one-third of the state’s total operat- 
ing budget is required for their care and treatment. 


More Famiuies ASKING Hetp DEspPITE PROSPERITY 


In a seeming paradox, American families are experiencing greater 
prosperity and, at the same time, seeking the help of family service 
agencies in greater numbers than ever before, according to Hugh R. 
Jones, president of the Family Service Association of America. 

During 1955, when the nation found assurance in a record 540- 
billion-dollar national output, the 265 Family Service agencies affili- 
ated with the FSAA counted approximately 1,000,000 persons in the 
families requesting and receiving counseling and assistance with per- 
sonal problems. Explaining that higher income does not necessarily 
mean fewer family troubles, Mr. Jones said: 
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1, Although never before have so many American families realized 
such a large amount of their material wants, this is never the full answer 
to the problems of human relations. In fact, said Mr. Jones, ‘‘ industrial 
expansion itself may contribute new social complexities, such as the 
increased mobility of familics.’’ 

2. More people may be availing themselves of the help offered by 
Family Service agencies and other professional services, simply because 
these are becoming better known, understood, and accepted. 

3. All of the helping professions, including the Family Service agencies, 
are feeling the impact of another tremendous factor, simple population 
growth. Mr. Jones emphasized that ‘‘in 20 years our population has 
swelled by 36 millions. Now a country of 166 million people, there will 
be 185 or 190 million Americans in 10 more years. We are having ever 
more children and teen-agers, ever more people over 65. There are mil- 
lions more people within close access to our existing family agencies; 
millions of others who have been on the march to suburbia and to new 
communities where insistent demands for new agencies are arising.’’ 


This ‘‘growth’’ factor alone is a major reason why ‘‘in a very high 
proportion of our member agencies today, services given are close to 
capacity of staff,’’ Mr. Jones said. ‘‘Nearly a quarter have had to 
establish waiting lists for appointments.’’ 

At the same time, lower enrollments in schools of social work in 
recent years have made the situation even more urgent. 


‘*Tnability to obtain staff is threatening the very existence of some 
of our smaller agencies,’’ the FSAA president declared. ‘‘Much as 
we shall need more engineers and teachers in the next decade, we shall 
also need more social workers—some 50,000 of them. It is not too 
much to say that the welfare of the country requires that social work 
shall not be outdistanced by other professions in attracting young 
people.”’ 


Cuinic Fee Systems Vary Wipe.Ly, Stupy SHows 

Fees in psychiatric clinics and family agencies vary so widely that 
families with similar incomes may receive services free or be charged 
totally different amounts for similar types of service. 

This was revealed recently in two surveys prepared by the research 
department of the Welfare and Health Council of New York City, 
which examined fee-charging in voluntary psychiatric out-patient 
clinics, and in family casework and homemaker services, as the first 
two in a series of studies which will eventually cover all fields of social 
service in the city. 

‘‘The studies indicate,’’ according to J. Donald Kingsley, executive 
director, ‘‘that a family of four with a $6,000 income may be given serv- 
‘ice free or be charged from $1 to $6 for an individual counseling in- 
terview, or from less than $2 to more than $8 per visit for individual 
psychotherapy. This is merely one example.’’ 
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Mr. Kingsley pointed out that whereas voluntary welfare and health 
agencies used to serve indigent groups primarily, they now serve a 
broad section of the community. With growing recognition that 
people above some minimum income level could and should pay some- 
thing for such services, he added, the practice of charging fees has 
spread. 

‘‘With the increased demand for social and health services not 
being matched by increased public and philanthropic funds,’’ Mr. 
Kingsley said, ‘‘fees should not be overlooked as a source of income 
for the agencies. On the other hand, it would obviously be undesirable 
for agencies to increase fees just to meet their own financial pressures 
without regard to the groups served.’’ 

He called for a review of existing fee-charging policies, and develop- 
ment of a community-wide standard to eliminate inequities and reduce 
the multiplicity of fees paid. 

Council findings showed that about three out of four of the 51 rep- 
resentative psychiatric clinics surveyed charge fees of one type or 
another for some or all their services. Most also provide free services 
to patients unable to pay. Current fee scales, however, bear no con- 
sistent relationship to ability to pay as measured by a family budget 
standard. Families whose income is below the level needed for a 
modest but adequate standard of living may have to pay for service. 
On the other hand, families who may actually be able to pay all or 
nearly all the cost of services receive them on a subsidized basis. 

Fees provide a relatively small share of operating income, ranging 
from less than four percent to about 13 percent for family agencies 
and from less than five percent to 25 percent in psychiatric clinics. 
A few of the latter, which are operated independently, obtain a major 
share of their operating budget from fees. 

Copies of the two studies are available for 50¢ each from the Publi- 
cations Department, Welfare and Health Council, 44 East 23rd Street, 
New York 10, N. Y. 


Biometrics Unit ADDED 


A biometrics unit—a research group which will bring biometric 
methods to bear on the problems of psychiatry—was added to the 
New York State Department of Mental Hygiene on February 1 by 
Dr. Paul H. Hoch, commissioner. The unit is located at the New 
York State Psychiatric Institute in New York City. 

The new section was set up under the department’s new nine-point 
program, Dr. Hoch said, to provide proper scientific statistical evalua- 
tion of the department’s current and projected research. Dr. Joseph 
Zubin, principal research scientist in biometrics, is in charge. 
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Biometrics is the mathematical analysis of biological data, Dr. Hoch 
explained. In the study of mental disorders, it provides techniques 
and methods for assaying the physical, physiological, psychological 
and social characteristics of individuals and groups of mental patients. 
It is particularly helpful in screening, diagnosis and prognosis, Dr. 
Hoch added. 

The work is carried on partly in the offices of the Institute, but 
centers in the state hospitals, Commissioner Hoch said. The scientists 
work directly with patients and their records. 

In addition to his post at the Psychiatric Institute, Dr. Zubin is an 
adjunct professor at Columbia University and a consultant to the 
Veterans Administration, National Institute of Mental Health. He is 
a graduate of Johns Hopkins University and received his doctorate 
from Columbia University in 1932. 

He is a member of the American Psychological Association, American 
Association on Mental Deficiency, American Statistical Association, 
and American Psychopathological Association. He is a diplomate of 
the American Board of Examiners in Psychology. 

Author of numerous articles and papers, Dr. Zubin is associate 
editor of the Journal of Personality and of Psychological Monographs. 
He also served as associate editor of the Journal of Applied Psychology 
from 1942 to 1948 and the Journal of Experimental Psychology from 
1947 to 1950. 


Heaps Evaenics Society 


Dr. Harry L. Shapiro, chairman of the Department of Anthropology 
at the American Museum of Natural History, has been elected presi- | 
dent of the American Eugenics Society. He is also professor of 
anthropology at Columbia University and research associate in anthro- 
pology at the Bishop Museum in Honolulu. A past president of the 
American Anthropological Association and the American Ethnological 
Association, he is a member of the National Academy of Sciences. In 
addition to contributions to many scientific journals, Dr. Shapiro has 
published two books, The Heritage of the Bounty and Migration and 
Environment. 

The American Eugenics Society is an educational membership 
organization concerned with the genetic changes in human populations. 
Dr. Alan F. Guttmacher, director of obstetrics and gynecology at 
Mount Sinai Hospital, New York City, has been elected vice-president. 
Chauncey Belknap, New York City lawyer, has been reelected treasurer 
and Frederick Osborn, demographer, has been reelected secretary. 
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VA Hospirats Inrr1ate New Program 


Faced with ever-growing numbers of aging long-term patients, 13 
Veterans Administration hospitals in the east have taken the lead in 
activating an entirely new concept in federal medical treatment. 
Known as the intermediate program, it will have the primary aim of 
providing active treatment rather than custodial care for long-term 
patients whose discharge is not yet advisable despite extended acute 
treatment. 

The program stems from the increasing age level and attendant 
chronic illness of America’s 22,000,000 veterans. Today the average 
age of these veterans is 38 and only 600,000 have reached the age of 65. 
By 1960C it is estimated that the average age will be 41 and that more 
than 1,780,000 will be over 65. 

To combat this problem, VA has extended the intermediate program 
for all-out care to at least 30 hospitals in the United States. Selected 
for intensified test studies are VA hospitals at East Orange, N. J.; 
Albany, Bath, and Buffalo, N. Y.; West Haven and Providence in 
New England; Beckley and Martinsburg, W. Va.; Erie, Pittsburgh, 
and Wilkes-Barre, Pa.; Fort Howard, Md.; and Kecoughtan, Va. 

Medical specialists of these hospitals met in two groups recently, 
at Albany and East Orange, to consider the problem as it affects both 
mental and medical long-term patients. Application of the program 
to eastern hospitals where waiting lists in metropolitan areas have 
created complications received attention. 

Acuteness of the problem was emphasized by Dr. Irvin J. Cohen, 
VA’s director of hospitals and clinics, who pointed out that more than 
9,000 VA patients have been hospitalized for more than 20 years; half 
of the 55,600 VA mental patients have been in hospitals at least five 
years; and more than 4,000 of 18,000 aging veterans in VA domicili- 
aries are now bed-ridden and no longer suited for domiciliary care. 

Dr. Cohen emphasized that the intermediate program, which is be- 
coming an important phase of VA’s medical activities, will deal with 
both mental and non-mental cases and will have two primary aims: 
It will work for ultimate discharge of the patient, but during the pro- 
longed period of hospitalization it will seek ways of improving his care 
so that he will develop maximum ability to help himself. 

The conference at Albany dealt mainly with the long-term psychi- 
atric patient for whom a new type of ‘‘total push’’ program in VA 
hospitals is opening the doors of closed wards. Successfully tested at 
the VA general medical and surgical hospital in Albany, the program 
represents one of the first comprehensive attempts to recondition 
selected long-term psychiatric patients from closed wards in neuro- 
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psychiatric hospitals to open wards in general medical and surgical 
hospitals. 

The patients generally selected for the treatment have both mental 
and physical disabilities and have shown little change in their mental 
condition after many years of treatment in neuropsychiatric (NP) 
hospitals. 

The objective in transferring them to general medical and surgical 
(GM&S) hospitals is to provide more intensive treatment and re- 
habilitation for their physical disabilities and, at the same time, to 
apply ‘‘total push’’ measures in reconditioning them for greater 
freedom and independence in the hospital and community. 

VA explained this frees beds in NP hospitals for those on the wait- 
ing list who need extensive psychiatric treatment, and also benefits 
the long-term mental patients with physical disabilities because of 
their transfer to a different type hospital where the major patient load 
is non-mental and where treatment primarily is oriented toward physi- 
cal disabilities. 

While the primary goal of the new ‘‘total push’’ program is to make 
long-term mental patients more suitable for GM&S hospitalization and 
thereby eliminate the need for lock-ward security, the Albany studies 
indicate some patients actually can be improved to the point of dis- 
charge to their families. 

Albany reported the following results in three years of working with 
approximately 350 chronic schizophrenics, some of whom had been hos- 
pitalized in closed wards of NP hospitals for as long as 35 years: 


1. All patients live in open wards, in daily contact with non-mental 


patients. 

2. Sixty have progressed to the point where they are working regu- 
larly at jobs in the hospital. 

3. Fourteen already have made trial visits home and 10 more are 
slated for similar pre-discharge privileges—a remarkable accomplishment 
in itself in view of their long hospitalization, VA said. 


The Albany approach resulted from an emergency transfer in 1952 
of long-term patients from crowded NP hospitals in the east to GM&S 
hospitals in less crowded areas. The transfer quickly enabled VA to 
care for large numbers of additional mental cases in vacated NP hos- 
pital beds and thereby relieve some of the pressure on its waiting list, 
but it also created many new problems at the GM&S hospital in 
Albany. 

Despite these problems, Dr. Ian C. Funk, chief of psychiatry at 
Albany, and his chief clinical psychologist, Leo Shatin, decided from 
the beginning to prove both the ‘‘safety’’ and the potentialities for 
improvement of these older chronic patients. 

They kept security measures at a minimum. Wards were opened 
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where possible, and the patients used regular dining room facilities. 
Recreational areas and activities in the 11-floor building were made 
available to the mental patients. 

Employees throughout the hospital came in frequent contact with 
almost all of the transferred mental patients. The patients also were 
permitted day-to-day contact with younger and non-mental patients. 

Dr. Funk and his staff next evolved a program of group psycho- 
therapy to supplement and expand the open ward type of treatment. 
In this program, Dr. Funk had the assistance of Dr. Leonard Rock- 
more, staff psychiatrist, and Dr. Earl X. Freed, staff psychologist. 

Dr. Funk explained that ‘‘total push’’ through group therapies is 
not a new concept. He said such programs in VA mental hospitals 
have shown considerable success in inducing mental patients to re- 
socialize and readjust themselves to others through the exploitation of 
mutual interests. 

In Albany, however, the ‘‘total push’’ program was designed pri- 
marily to recondition long-term mental patients to open wards in a 
GM&S hospital and thereby permit freedom of the hospital and maxi- 
mum rehabilitation. 

VA said the success of the ‘‘total push’’ program at Albany is one 
of the bases for the current expansion to other GM&S hospitals capable 


of developing the program. 


s 


NEw JERSEY STUDIES ATTITUDES TOWARD MENTAL ILLNESS 


Judging from results of a survey sponsored by New Jersey’s 
Department of Institutions and Agencies, the public is ready and 
willing to back a well organized, all-out campaign to fight mental 
illness. 

Sixty-six percent of 1,209 persons interviewed said they would be 
willing to discuss mental illness of a member of their family with 
friends and acquaintances. Half said they felt mental illness was 
nothing to be ashamed of and should be discussed as freely as any 
other illness. 

According to Dr. Robert C. Myers, chief of community mental health 
services for New Jersey, this is encouraging to those who feared shame 
would prevent a large public campaign on behalf of the mentally ill 
from getting off the ground. 

Only 15 percent of the 1,209 said they considered mental illness an 
inherited disorder. Six out of 10 said they personally knew someone 
who had been hospitalized for mental illness, and a third of these said 
it had been a relative. Sixty-three percent believed there are not 
enough doctors or hospitals to give proper care and treatment for 
the mentally ill. 
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Forty percent thought most persons who lose their minds eventually 
recover, another 16 percent thought it was a 50-50 proposition, 26 per- 
cent felt there was little or no hope of recovery, and 18 percent ven- 
tured no opinion. 

Those interviewed believed most mental “disorders stem from five 
principal sources: worry over financial difficulties, a run-down physi- 
cal condition, alcoholism, overworking the brain, and, in women, the 
menopause. With patients of 60 and older now making up over a 
third of all mental hospital admissions, aging should be more widely 
recognized as a source of mental illness, Dr. Myers points out in New 
Jersey’s Welfare Reporter. 

Seventy percent of the 1,209 interviewees believed sex perversion 
indicates mental illness. Other signs, they said, are drug addiction, 
chronic alcoholism, murder, feeblemindedness, and juvenile delin- 
quency. ‘‘Although New Jersey has recently made a start in estab- 
lishing special psychiatric facilities for research and treatment of sex 
perversion, drug addiction, and chronic alcoholism,’’ Dr. Myers writes, 
‘‘many state legislatures have held back in endorsing such a move for 
fear the voters were not advanced or liberal enough in their thinking 
to go along with such a non-punitive approach to these major problems 
of aberrant behavior.’’ 

The survey, conducted by Dr. George Gallup’s Audience Research, 
Ine., included Jerseyites in all walks of life. 


PERSONALITY DETERMINES QUALITY OF TEACHING, Stupy SHows 


One way to tell a good teacher from a poor one is to find out whether 
or not she likes her pupils, according to a study of teacher personality 
traits by Dr. Percival M. Symonds, professor of education in the 
Department of Psychological Foundations and Services at Teachers 
College, Columbia University. 

Dr. Symonds conducted the study with a grant from the Council 
on Research in the Social Sciences of Columbia University. He is a 
leading educational and clinical psychologist and a well known author 
in his field. 

The aim of the study was to determine the characteristics of an 
effective teacher by analyzing pupils’ reactions to their teachers. It 
was made on the premise that ‘‘one of the important outcomes of 
education is the formation of attitudes by pupils, particularly attitudes 
toward the school, toward learning, and toward teachers.’’ 

Dr. Symonds concluded that the three major differences in the per- 
sonalities of poor and good teachers seemed to be these: 

1. Superior teachers liked children; inferior ones disliked them. 

2. Superior teachers were personally secure and self-assured; those 
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less efficient were insecure and had feelings of inferiority and 
inadequacy. 

3. Superior teachers were well adjusted and possessed ‘‘good per- 
sonality organization’’; inferior ones were personally disorganized. 

The study was conducted in a junior high school with 32 teachers 
and 453 pupils taking part in the test. 

In the first part of the study, pupils were asked to rank their 
teachers on such questions as: Which of your teachers makes the 
work most interesting? Which of your teachers understands you best 
and likes you most? 

To find how valid pupil rankings were, the principal of the school 
was asked to rate the teachers on such characteristics as ‘‘ disciplining 
control’’ and ‘‘relationship with pupils.’’ 

Dr. Symonds found that the principal tended to agree with her 
pupils’ reactions. For example, teachers who received favorable 
reactions from their pupils tended to be rated highly by the prin- 
cipal as far as the teachers’ ‘‘relationship with pupils’’ was concerned. 

After the teachers had been placed on a scale according to the 
pupils’ reactions, a number of them, from the top and bottom of the 
scale, were observed to determine the differences between those who 
had been ranked high and those ranked low by their students. 

The superior teachers showed their liking for boys and girls in 
many ways, according to the observers. They were interested in 
their pupils, knew their names, and knew something of their back- 
grounds and interests. Each pupil was respected as an individual and 
was given responsibility for various phases of the class work. 

Inferior teachers showed their dislike for children by displaying 
a cold and unapproachable attitude and by complaining how stupid, 
lazy, and troublesome some students were. These teachers tended to 
expect the worst from their students, the study reported. 

A teacher who is personally secure is defined by the study as one 
who ‘‘believes in himself and in what he stands for. The person with 
inner strength stands secure, has no need to be little or humble him- 
self, has no cause to doubt his status or abilities.’’ 

In classes with superior teachers, observers noted that there was 
‘*no doubt’’ who was in control. The classes were orderly and well 
disciplined, and control was never a problem. 

Some superior teachers were formal and precise, but they were 
always in command. Others were more casual. They could afford 
to show a sense of humor and to enjoy a joke. 

Inferior teachers were characterized by scolding, nagging, bully- 
ing, threatening, and picking on students and by the use of sarcasm 
and ridicule. These methods were used largely to prevent disorder. 
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It was discovered that the better teacher used punishment less 
frequently. 

The less able teachers displayed an obvious feeling of inferiority 
and inadequacy with their pupils and, in some cases, actual fear of 
pupils. 

Superior teachers organized their work more effectively. Goals were 
more clearly defined to students and a clear-cut time-table for their 
accomplishment was presented to pupils. 

Observers noted that the better teachers worked a little harder and 
liked their work better. The inferior teacher was not so devoted to her 
work. At the end of class, some would sigh with relief and show 
obvious pleasure at seeing the pupils leave. Preparing for a class was 
an unpleasant chore for them. 

Students in the classes with inferior teachers were more disorderly 
and their activities did not show the straight-forward approach to 
clearly defined goals, the study said. 

Dr. Symonds concluded that effective or ineffective teachers cannot 
be spotted through particular behavior. Good teachers were found 
among those who maintained a formal attitude in the classroom and 
among those who were casual. The basic determinant is in the inner 
personality of the teacher, however, rather than in outward behavior 
in class, Dr. Symonds believes. 


Girts Burtp UP INsTITUTIONAL LIBRARIES 

The Josiah Macy, Jr., Foundation recently distributed 44 volumes to 
each of the 376 mental hospitals and clinies listed in the 1952 Directory 
of Psychiatric Clinics. The books represent the Transactions of 10 
multi-professional conference groups on various aspects of medical 
research. 

Though some do not apply directly to mental problems as such, the 
Macy Foundation expressed the hope that ‘‘these volumes will help 
to counteract the tendency to isolate mental health problems from the 
broad field of medicine and in a small way contribute to the promo- 
tion of good mental health.’’ 


LETCHWORTH VILLAGE EXPANDS RESEARCH PROGRAM 

With additional funds from the New York State Department of 
Mental Hygiene, the research department of Letchworth Village, 
Thiells, N. Y., one of the nation’s oldest centers for the study of mental 
deficiency, has added a section on biochemistry. Fred B. Goldstein, 
Ph.D., who is in charge, will study abnormal metabolisms in certain 
types of mental deficiency. 

Research at Letchworth Village was begun years ago under the 
sponsorship of Mrs. E. H. Harriman, mother of Governor Averell 
Harriman of New York. 
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SIGNIFICANT MEETINGS 


The National Association for Music Therapy will hold its seventh 
annual conference October 18-20, 1956, in Topeka, Kans. Discussions 
will center on new and useful applications of music for therapeutic 
purposes. 

Music Therapy 1954, latest proceedings of the NAMT, contains more 
than forty papers presented during the fifth annual conference in 
New York in 1954. Allen Press, Lawrence, Kans., will take orders at 
$5.20 per copy. 


With ‘‘The Challenge of Change!’’ as its theme, the National Con- 
ference of Social Work will hold its 83rd annual forum May 20-25 in 
St. Louis. In six general sessions, about 50 section meetings, and 
another 15 meetings on common problems, social workers and laymen 
will consider how social welfare meets the challenges of a changing 
economy, population, and world. About 125 organizations associated 
with the NCSW will meet in St. Louis during the week of the forum. 
They include the National Association for Mental Health and the 
National Professional Committee on the Social Aspects of Epilepsy. 


The 84th annual meeting of the American Public Health Association 
and meetings of 40 related organizations will be held in Convention 
Hall, Atlantic City, N. J., November 12-16. More than 4,000 profes- 
sional public health workers are expected to attend the scientific 
sessions and view the technical and scientific exhibits. 

Explorations into the question, ‘‘Where Are We Going in Public 
Health ?’’—undertaken at the 83rd annual meeting last November— 
will be continued. The 13 sections of the Association—dental health, 
engineering and sanitation, epidemiology, food and nutrition, health 
officers, laboratory, maternal and child health, medical care, occupa- 
tional health, public health education, public health nursing, school 
health, and statistics have been augmented this year by a new section 
on mental health. All will be responsible for programs in their 
specialties. 

Plans are under way to direct the pregram content of at least one 
day to the interests of the young public health worker. 

The American Public Health Association, with headquarters at 1790 
Broadway, New York City, is the largest society of professional public 
health workers in the world, with more than 12,000 members. The 
president is Dr. Ira V. Hiscock of Yale University. 


Syracuse University will sponsor a workshop in family relations 
July 2-20 that will demonstrate how the contemporary American 
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family affects the behavior of school-age boys and girls. Three special- 
ists in child development, psychiatry and sociology will pool their 
experiences to provide workshoppers with insight into family relation- 
ships. 

They are Dr. William F. Knoff, assistant professor of psychiatry at 
the State University of New York Up-State Medical Center, Dr. 
William P. Mangin, instructor in sociology and anthropology at 
Syracuse University; and Dr. Elizabeth Moore Manwell, assistant 
professor of family relations and child development in the college of 
home economies at Syracuse. 

Slated for consideration in lectures and discussions are such ques- 
tions as: What goals and techniques in parent education are recom- 
mended today? How can the adult and child handle anxiety and 
hostility wisely in school relationships? Which forces in our society 
work for and which against the stability of family life? 

‘‘Teachers, parents, school administrators, religious leaders and 
social workers will all benefit from this workshop,’’ announced Dr. 
William Cruickshank, dean ‘of summer sessions at Syracuse. For 
further information, write Dr. Mangin, Department of Sociology and 
Anthropology, Syracuse University, Syracuse 10, N. Y. 


Franz J. Kallman, M.D., professor of psychiatry at Columbia Uni- 


versity, whose research on twins has been supported in part by the 
Supreme Council, 33°, Scottish Rite Freemasonry, Northern Masonic 
Jurisdiction, through the National Association for Mental Health, is 
chairman of the United States committee for the First International 
Congress of Human Genetics in Copenhagen, Denmark, from August 
1 to 6, 1956. The congress plans to cover all genetic aspects of normal 
and pathological character in man. Anyone interested in human 
genetics, especially medical genetics, is invited to participate. Pro- 
visional programs and further information are available from the 
Secretariat of the First International Congress of Human Genetics, 
The University Institute for Human Genetics, 14, Tagensvej, Copen- 
hagen, N., Denmark. 


The Second International Congress on Mental Deficiency will be held 
in Geneva in August or September 1958. Dr. Romaine P. Mackie is 
chairman for the United States and other North American committees. 


A community can improve its health facilities if its people organize 
and work together for betterment. 

Case histories of five counties proved that point at the eighth annual 
meeting of the National Advisory Committee on Local Health Depart- 
ments in New York City, February 1. Close to 100 representatives 
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of national health, welfare, and civic organizations and official health 
agencies took part in the discussion, including Dr. George 8. Stevenson, 
editor of MenTAL HYGIENE. 

A 33-year story of frustration and final success in Saline County, 
Kansas, was reported by Dr. Henry C. Huntley of the New York 
Regional Office of the U. S. Public Health Service. He told how com- 
munity interest in a mental health guidance center sparked the estab- 
lishment of a county-wide health department. 

Experience in four other counties also pinpointed the necessity for 
broad citizen participation, realistic facing of political facts, intensive 
voter education, and maintenance of public interest after original 
objectives have been achieved. They were Erie County, Pa.; Jackson 
County, Ohio; Woodford County, Ky.; and Burlington County, N. J. 

Dr. Erval R. Coffey, health officer of Greenwich, Conn., listed three 
basic steps in obtaining health services for a community: 


1. Learning the health facts about the community and getting the 
facts to the people. 

2. Involving all groups in the community in the betterment effort. 

3. Maintaining public interest after the initial victory. 


To Conpuct CoursE ON REHABILITATION 

Applications are now being accepted for the third annual practical 
workshop on team concepts and techniques in rehabilitation to be held 
at the Institute for the Crippled and Disabled, New York City, and 
conducted jointly with Columbia University, May 28 through June 22. 

This year’s course places heavier emphasis on working with clients. 
Enrollees will have broad opportunity to practice their skills and 
professions on a team basis in collaboration with the Institute’s com- 
prehensive rehabilitation staff. 

The course will include seminars in rehabilitation philosophy and 
principles, continuous case seminars conducted by the enrollees, and 
participation in the presentation of certain cases to the student seminar 
and to the Institute’s staff case conference. Lectures and discussions 
by guest specialists and visits to other rehabilitation facilities in the 
New York area will be included. 

Persons in the following categories will be considered for enrollment: 
physiatrists, psychiatrists, and other medical specialties, psychologists, 
social workers, vocational counselors, placement workers, physical 
therapists, special educators, occupational therapists, workshop super- 
visors, administrators, speech therapists, and group workers. 

As in previous years, enrollment will be limited to 25 so as to assure 
personal attention by the participating Columbia and Institute staffs 
to the teamwork training of each enrollee. Special attention will be 
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given to the role within comprehensive rehabilitation of the specialties 
and disciplines represented by those attending the course. 

The fee for the course is $100. This does not cover such expenses as 
transportation and living costs. The Institute is endeavoring to 
arrange for a limited number of stipends payable at the conclusion 
of the course to help defray travel and residence expenses for those 
whose residence changes in connection with the course would work 
a financial hardship. 

Enrollees who meet the entrance requirements of Teachers College, 
Columbia University, may take the June workshop for three graduate 
eredits as ‘‘Education sj 249 RW.’’ Persons interested in applying 
or obtaining further information should contact Dr. Abraham Jacobs, 
Department of Psychological Foundations and Services, Teachers Col- 
lege, Columbia University, New York 27, N. Y. Applications. received 
by May 4 will be given preferential consideration. 


ScHEDULE Stupy Tours 


Donald 8S. Howard, educational director of the official low-cost study 
tours being planned in conjunction with the 8th International Confer- 
ence of Social Work in Munich, Germany, August 5-10, has announced 
the appointment of three tour leaders. 

They are Phyllis Burns, director of welfare services, Canadian 
Welfare Council, Ottawa; Violet M. Sieder, professor of social work, 
New York School of Social Work, Columbia University, New York 
City; and Charles Jordan, in charge of European operations for the 
American Joint Distribution Committee, Paris. 

Delegates leaving New York by chartered plane on July 14 will have 
a choice of tours: one combining visits to England, France, and Hol- 
land; one to Norway, Sweden, and Denmark; and one covering Italy, 
Yugoslavia, and Austria. 

The tours will have two purposes: to stimulate attendance at the 
Munich conference by facilitating low-cost travel and to enrich the 
experience of those participating by providing an opportunity to 
meet with people from all over the world. 

Following the conference, delegates will have free time in which 
optional sightseeing trips will be available. The return trip will be 
made by planes from Paris to New York on August 17 and 39. 

Inquiries about travel arrangements and expenses should be made 
as soon as possible to the official travel agency: Ambassador Travel 
Agency, 27 William Street, New York 5, N. Y. 

Preliminary conference programs and information about housing, 
registration, ete., may be secured from the U. S. Committee of the 
ICSW, Room 300, 345 East 46th Street, New York 17, N. Y. 
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APPOINTMENTS 


Dr. Leon L. Rackow, director of professional services at the Veterans 
Administration hospital in Montrose, N. Y., has been appointed 
manager of the 1,965-bed institution for the care of neuropsychiatric 
patients. He succeeds the late Dr. Richard L. Harris. 


PUBLICATIONS OF INTEREST 


In State Action in Mental Health, 1955, the Interstate Clearing 
House on Mental Health has summarized last year’s financial, legal, 
and administrative developments in state mental health programs. 
The 66-page compilation measures to some degree the extent ‘‘to which 
recent conferences, studies, reports, and recommendations have re- 
sulted in legislative action.’’ It also provides some comparison among 
the states of relative progress in various aspects of their mental health 
programs. 

The major portion deals with finances and compares appropriations 
for current and past fiscal periods. Sidney Spector, director of the 
Clearing House, points out that although ‘‘the data are comparable 
for the two fiscal periods within a given state, they are in no way valid 
for interstate comparisons,’’ varying widely in terminology and detail. 
The figures indicate that almost half the states ‘‘now make specific 
appropriations for research and training.’’ 

State budget officers, directors of legislative service agencies, and 
commissioners of state mental hospitals and mental health programs 
supplied material for the report, designed in part to assist states in 
further improving their mental health programs. Copies are available 
for $1.50 each from the Interstate Clearing House on Mental Health, 
Council of State Governments, 1313 East Sixtieth Street, Chicago 
37, Til. 


An historical study of the disposition of first admissions to a state 
mental hospital has been published by the U. S. Public Health Service 
as Public Health Monograph No. 32. Recounting the experience of 
the Warren State Hospital from 1916-50, the study demonstrates the 
use of life-table methods for determining probabilities of stay in the 
hospital. The researchers—Morton Kramer, Hyman Goldstein, Robert 
H. Israel, and Nelson A. Johnson—used three variables: age at time of 
admission, diagnosis, and time period of admission. They will report 
later their findings on the influence of other variables—sex, marital 
status, and residence (urban or rural). 

In Disposition of First Admissions to a State Mental Hospital they 
report four highlights: 
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. There was an increased first admission rate to Warren State 
Hospital from 1916 to 1950 in all age groups. It was particularly 
marked among patients 65 and over. The researchers question 
whether this reflects a true increase in the incidence of mental 
disorder in the geographic area served by the hospital or merely 
an increased use of expanding facilities? 

. The probability of release in the first year following admission 
for patients with functional psychoses from 1946 to 1950 was 
considerably greater than that for patients admitted in each of 
three earlier periods. Does this mean, the researchers ask, that 
the various therapies—electroconvulsive therapy, insulin, group 
psychotherapy, occupational therapy, and so on—used in increas- 
ing volume during 1946-50 have been responsible for this increase 
in release rates or have other factors been responsible: the kinds 
of risks admitted, comparability of diagnosis, condition of 
patients at time of release, administrative factors, and community 
and familial factors? 

Patients with senile and cerebral arteriosclerotic psychoses have 
very slight chance of being returned to the community. Their 
death rates, particularly in the first few weeks and months fol- 
lowing admission, are exceedingly high. 

Functional psychotics as well as other categories of patients who 
have not been released in the first year of hospitalization experi- 
ence considerably reduced probabilities of release in the second 
and subsequent years of hospitalization. Furthermore, patients 
admitted from 1946 to 1950 who have attained their second and 
third years of hospital life have approximately the same chances 
of being released in the following year as had similar groups of 
patients earlier. 


The Transactions of the Society of Biological Psychiatry contain an 
abstract of a paper by Dr. A. Hoffer and Dr. H. Osmond on ‘‘Schizo- 
phrenia: An Autonomic Disease.’’ The authors, both on Saskatche- 
wan’s Committee on Schizophrenia Research, have developed a work- 
ing hypothesis regarding the physiological mechanism of schizophrenia 
which states that in a biochemically predisposed individual something 
produces an increase in para-sympathetic and thus in sympathetic 
activity. The increased production of adrenalin, they write, forces 
detoxification into quinone indoles, which interfere with cerebral 
energy production and result in clinical disorder. The paper was 
presented at the Society’s tenth annual convention and scientific pro- 
gram in Chicago last June. 





350 MENTAL HYGIENE 


A new National Health Council Directory of Member Orgamzations 
is off the press to meet an ‘‘unprecedented need for the concise facts 
it offers about fifty national groups interested in health betterment,’’ 
according to Philip E. Ryan, NHC executive director. 

The 100-page directory is the largest ever issued by the Council. 
Its immediate predecessor listed 48 members and the first NHC direc- 
tory, published 35 years ago, listed only 13, 

Mr. Ryan explained that the ‘‘ unprecedented need’’ for the directory 
stems partly from today’s accelerating tempo of change in health 
demands and services. 

‘New health groups and programs are being organized at a rate we 
have never before known,’’ he said. ‘‘A guide among them is increas- 
ingly necessary. In greater measure the heightened need grows out 
of the radical changes that are taking place in the nature of the health 
problems to be met, and consequently in methods of dealing with them. 

‘‘With the communicable diseases held at bay, the chronic illnesses 
and long-term disabilities have moved out into the center of the arena 
in force. Fighting these latter is far more personal than was the 
conquest of the earlier killers. Yet the sufferer can often do little 
to help himself unless the community provides facilities and services. 

‘‘The premium is therefore upon both individual and organized 
community action, and information and aid are essential to both. 
The directory describes the many services and materials which Coun- 
cil members offer to both persons and community groups.’’ 

The directory is available for 75¢ from the National Health Council, 
1790 Broadway, New York 19, N. Y. Quantity purchasers will receive 
special rates. 


The January issue of Harper’s Magazine contains a 6-page article 
called ‘‘St. Elizabeths: Pace-setter for Mental Hospitals,’’ by Natalie 
Davis Spingarn. The blurb notes that the reader, as a taxpayer, owns 
and supports ‘‘one of the world’s best centers for treating mental 
illness—a pioneer for the last hundred years.’’ 


Proceedings of a workshop on ‘‘The Team Approach to the Rehabili- 
tation of the Handicapped Homemaker,’’ conducted last spring by the 
University of Connecticut, have been published. Copies are available 
for $1.00 from Dean Elizabeth Eckhardt May, School of Home Eco- 
nomics, University of Connecticut, Storrs, Conn. The publication 
includes recommendations for engineers, home economists, nurses, 
occupational therapists, physicians, physical therapists, rehabilitation 
counselors, and social workers, as well as the handicapped homemaker 
and her family. A 30-page bibliography and film list add greatly to 
the value of the publication. 
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The Illinois Department of Public Welfare has published a study 
ealled ‘‘The Aged and Aging in Illinois: Part I1I—The Mentally 
Deficient.’? The study’s text and tables indicate that the state insti- 
tutional mentally deficient population is growing three times faster 
than Illinois’ general population; that first admissions are generally 
younger than in the past; that discharges, in the main, are older; 
and that death occurs at an older age than in previous years. 
Part I of the study—-The Mentally [1l—appeared in June 1954. 


Aaron L. Rutledge, leader of the counseling service and counseling 
training program of the Merrill-Palmer School has printed a simplified 
record system for counselors. As an aid to counseling and a means of 
collecting uniform data for research, he has developed a four-page 
folder for personal and family data and relationships and for the 
counselor’s notes. Called an Individual and Marriage Counseling 
Inventory, the folder is available from the Merrill-Palmer School, 71 
East Ferry Avenue, Detroit 2, Mich., at 20 forms for $1.00, 50 for 
$2.00. 

Alert to the rapid growth of leisure-time clubs for the aging, a 
committee of the division of services for the aging of the Nassau 
County (N.Y.) Council of Social Agencies has produced a useful 16- 
page booklet called ‘‘Suggested Standards and Practices for Organ- 
izing and Operating Activity Programs for Older Adults.’’ It states 
appropriate purposes for organizing groups for older adults; lists 
the steps in organization, covering such matters as membership, spon- 
sorship, location and space, safety, promotion and public relations, 
schedules, transportation, finance, and record-keeping; describes ade- 
quate administrative structure; lists the personal qualifications of 
volunteers and club leaders, with their duties and training require- 
ments; and suggests program ideas and sources of leaders for special 
projects. A final section points out some of the ways by which the 
effectiveness of activities for the aging can be measured. 

Copies may be obtained for 35¢ from Mrs. George Heitler, 568 Rock. 
ville Court, Oceanside, Long Island, N. Y. 


In Community Programs for Mental Health (to be reviewed in a 
later issue of MENTAL HYGIENE), experts view mental health pro- 
motion, its underlying theory, typical practices, and evaluation prob- 
lems. Ruth Kotinsky and Helen L. Witmer edited the book for the 
Commonwealth Fund. It is available from Harvard University Press 


for $5.00. 
A new book, The College and Student Health, has resulted from the 


Fourth National Conference on Health in Colleges. Sponsored in New 
York City last spring by 46 national health and education agencies, 
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including the National Association for Mental Health, the conference 
brought together college presidents, deans, physicians, nurses, psychol- 
ogists, specialists in physical education, recreation, health education, 
and safety, student counselors, and students themselves to consider 
ways of improving student health. 

The book answers some of the questions they raised about the bril- 
liant student who hasn’t learned to keep his academic pursuits within 
his physical limits, the average student who wears himself out trying 
to keep up intellectually and socially, the working student who 
embarks on a suicidal program of courses and jobs, the student exposed 
to hazards whether on the football field or in the laboratory, the stu- 
dent who ignores or has never learned fundamental health habits, and 
the student whose emotional problems interfere with his academic life. 

Attacking the point of view that college students should be mature 
adults able to take complete responsibility for their behavior, the 
book points out that more than half a million are 17- and 18-year-olds 
away from home and parental guidance for the first time. 

Written by Ethel L. Ginsburg and published for the conference by 
the National Tuberculosis Association, the book outlines essential 
health services including admission medical exams, health supervision 
and treatment of illness, counseling, provision of a safe and healthful 
environment, physical education and recreation, health education, and 
mental hygiene. 




















go 


